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Abstract

Following the five-day AMEDD Population Health Clinical
Optimization training at the Moore Clinic, Fort Hood, Texas,
there was a statistically significant increase in patient
satisfaction but no significant change in overall staff
satisfaction. There were, however, many facets of staff
satisfaction that showed significant changes following the
training. The significant changes observed in staff
satisfaction with workload, treatment team, facility, autonomy,
organization, professional experience, patient relationships,
efficiency, quality, pay and benefits, overall satisfaction with
current position and plan to separate from current position were
not universal across the primary care teams disciplines.
Providers, Nursing Staff, Certified Nursing Assistants, and
Administrative Support Staff indicated that the training
experience and optimization activities following the training
affected each of these groups differently. There were
difficulties implementing all of the planned changes that
emerged from the optimization training and this might have
resulted in some of the decreased levels of staff satisfaction.
Further study is indicated to provide more clarity on the wvalue

of this training.
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Introduction

Conditions which prompted the study

Reducing the rate of rising healthcare costs and
maintaining the quality of medical care in the United States
have both been critical issues for government policy makers and
healthcare industry leaders for as long a time as most can
remember. The Department of Defense (DoD) has not been immune
to these challenges. The Military Health System (MHS), which
has as its mission to provide health services and support to
over 8.7 million beneficiaries (TRICARE Management Activity,
2002) worldwide, has attempted to mirror the strategies of the
civilian medical community to reduce costs and ensure quality of
services. The establishment of the Civilian Health and Medical
Program of the Uniformed Services (CHAMPUS) demonstration
projects, the CHAMPUS Reform Initiative (CRI) and its successor
TRICARE, were major attempts to apply civilian business
management solutions to military medicine (Uniformed Services
University of the Health Sciences, 2003). Rising healthcare
costs, budgetary constraints, and a shrinking force structure
prompted the MHS to look for ways to purchase care and improve
access for its beneficiaries. The first generation of military
managed care support contracts initiated the MHS to MCO (Managed
Care Organization)-type business relationships (Anderson &
Hosek, 1999). 1In the early 1990’s, the TRICARE Management

Activity (TMA) started to examine methods to improve the
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business practices within the services’ MTF’s. The goal at this

point was to find ways to recapture the patients (and dollars)
that had been shifted outside of military facilities.

In February 1999, the MHS attempted to introduce another
healthcare industry improvement to the delivery and efficiency
of military medicine, this time directing the focus inside the
MTF's with the MHS Optimization Plan. The MHS Optimization
Plan’s target was optimizing clinical and business practices
through four business objectives:

...maintaining the health of the force through population
health management, driving the demand for care provided to
MHS beneficiaries, increasing the MTF'’s capacity to deliver
services / care to MHS beneficiaries within direct care
settings, and managing the MHS business effectively and
efficiently (MHS Optimization Plan, 1999,pp. 1-2).

The concepts presented in the MHS Optimization Plan were
given greater clarity in TMA’s December 2000 release of the DoD
Population Health Improvement (PHI) Plan and Guide. This guide
provided more specific implementation plans for optimization,
clinical reengineering and continued a transition in-line with
the federal government’s set of health objectives for the
Nation, Healthy People 2010. The PHI Plan and Guide had in its
foundation a transformation from medical care focused on
episodic care to one of population health improvement and

prevention (DoD TRICARE Management Activity, 2001). Its
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implementation strategy identified the seven key process

elements of population health improvement needed for
optimization. These “Seven keys of PHI” detailed in the plan
are: Identify the Population, Forecast the Demand, Manage
Demand, Manage Capacity, Evidence-based primary, Secondary and
Tertiary prevention, Community outreach, Analyze performance and
health status (DoD TRICARE Management Activity, 2001).

While TMA continued to aggressively promote the primary
care optimization (PCO) initiative from an MHS perspective, the
individual military services have shown varying degrees of
enthusiasm for PCO. Since the release of the Population Health
Improvement Plan and Guide, the Air Force Medical Service and
Bureau of Navy Medicine have both embraced the initiative in
their own unique ways. Each has established an implementation
and evaluation directorate focusing on optimization and
population health. Training is conducted by a core group of
subject matter experts, organizations are encouraged/directed to
participate in this training, and facilities are evaluated in
terms of their respective service optimization framework (AFMS,
1999; AFMS, 2002; Naval School of Health Sciences, 2002). Until
recently, the Army Medical Department (AMEDD) has limited its
primary care optimization activities to those at the TMA level.

In April 2002, the AMEDD established a working team to
develop a template for a training and evaluation program of

business process reengineering (BPR) for primary care activities
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in Army MTF’s. The AMEDD Population Health Primary Care

Optimization (APCHO) team’s membership included Army Medical
Command (MEDCOM) representatives from clinical and business
directorates. The APCHO team used the guidance found in the
Population Health Plan and Guide to create their training and
evaluation plan. The proposed training and evaluation plan
followed the strategies found in the seven keys of PHI. The
group’s charter called for APCHO training at two test sites to
evaluate the program’s effectiveness. Fort Bliss and Fort Hood
were selected as the test sites, in part, because each of these
sites received funding under related TMA initiatives to improve
access to care. These monies enabled the pilot sites to hire
recommended support staffing, perform construction projects to
optimize use of available space, and remove other barriers to
care unique to each facility.

While some of the “optimization” process can be
accomplished through directives and, where necessary, financial
expenditures to purchase personnel and space and by the
implementation of enrollment/capacity plans, a major component
of successful optimization hinges on the primary care staff’s
understanding of the elements of population health and primary
care optimization business process reengineering. It is only
with an understanding of the BPR and PHI concepts that the

primary care staffs can effectively analyze their own business
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practices and implement changes. The goal of the APCHO training
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is to provide the entire primary care team with this essential

knowledge.

The APCHO team considered several potential measures to
assess the degree of optimization. A combination of APHCO-
developed and pre-existing metrics was utilized in this process.
The metrics selected for use measured the extent to which
facilities were managing enrollment capacity, maintaining
support staff ratios, decreasing unnecessary emergency room use
and preventable admissions, and improving access to care. In
addition to these metrics, measures of patient and staff
satisfaction were identified as critical to the assessment
process (Appendix A).

The APCHO training program was piloted during a train the
trainer program at Fort Sam Houston’s AMEDD Center and School in
September 2002. Leadership representatives from each of the two
test sites were present at the training and provided feedback on
its content. The APCHO team then traveled to Fort Bliss, Texas
to provide the five-day training program to the primary care
staff of William Beaumont Army Medical Center (WBAMC). The
staff of the Consolidated Troop Medical Clinic (CTMC) and the
Primary Adult Medicine Clinic (PAMC) participated in the
training. The APCHO team assessed clinic operations during the
morning hours. Both clinics ceased operations during the
afternoon hours to allow for the entire staff to participate in

the training program. Considerable preparation was made to
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notify the beneficiaries impacted by the curtailed operations

during this timeframe. The community was informed that the
closure was necessary so that the staff could improve the
delivery of care to its customers. Discussions with the WBAMC
leadership following the training indicated that there were no
negative consequences resulting from the curtailment of services
during that training week. Post-course evaluations indicated
that the training was extremely well received by the staff and
leadership at WBAMC. Training of the Moore Clinic staff at Fort
Hood, Texas was conducted in mid-November 2002.
Overview of Thomas Moore Clinic, Fort Hood, Texas

The Thomas Moore Health Clinic (TMHC) is located at Fort
Hood, Texas and falls under the Department of Family and
Community Medicine, Darnall Community Hospital. At 64,000
square feet of space and with 74 exam rooms, the Moore Clinic is
one of the largest clinics in the Department of Defense. After
opening in February 2002, the enrollment of the clinic has
gradually risen to over thirty thousand. The clinic has been
increasing the number of providers and support staff to care for
the rising enrollment. The current staffing is summarized in
Table 1.
Statement of the Problem or Question

The AMEDD Population Health Primary Care Optimization team
was chartered to develop a training plan that would implement

the MHS guidelines contained in the Population Health Plan and
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Guide in Army MTF primary care activities. Many aspects of

primary care optimization can be initiated remotely by funding
and implementation of policies related to PCO. The proposed
five-day training program developed by the APCHO team involves
some moderate disruptions to the delivery of primary care during
the training week. The team feels that this is necessary in
order to involve the entire primary care team in the education
process. Major General Kenneth Farmer, U.S. Army Deputy Surgeon
General, after being briefed on the progress of the APCHO team,
made the statement “ ...we better show that this makes a
difference if we want the initiative to continue in the
future...” (APHCO Update VTC Briefing, 6 November 2002). This
statement was the key driver in formulating the research
guestion for this study: Did the application of some of the
principles involving primary care optimization and, more
specifically, the weeklong APCHO training have a positive impact
on the provision of patient care at the Moore Clinic? Were
there other facets of healthcare that were impacted by the
training?
Literature Review

Most theories involving the process of managing successful
organizational change have several common attributes.
Strategies for total quality management (TQM), continuous
guality improvement (CQI), and business process reengineering

(BPR) require organizations to identify the wvarious stakeholders
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of change, include them in the planning and implementation

process for change, and monitor the eventual effects that the
change has on these respective stakeholder groups (Shortell &
Kaluzny, 2000; Ho, Chan, and Kidwell 1999). Stakeholders can be
both internal and external to the identified change (Ginter,
Swayne, & Duncan, 1999). They can be active participants in the
change and/or beneficiaries of its outcomes. The outcomes of
the change must also be in line with the organization’s overall
goals. Having both a satisfied workforce and satisfied
customers is key to the success of any attempt organizational
change (Gordon, 1999). At this point, the inclusion of staff
and patients in the evaluation process with changes in
healthcare delivery seems intuitive.

Staff Satisfaction

Why do we care about staff satisfaction? Recruiting,
hiring, and retaining qualified personnel to staff healthcare
facilities is a complicated process demanding constant attention
(Fried & Johnson, 2002). Personnel shortages and surpluses
plague the healthcare industry as organizations seek to maintain
their workforce. As the center of gravity for the provision of
patient care in the United States has shifted from the hospital
to the outpatient and ambulatory care locations (Barton, 1999),
organizations have struggled to balance the needs of the

business, patients, and staff (Kongstvedt, 2001).
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Karl Pillemer, in a 1995 interview, stated that the failure

to manage staff satisfaction has been associated with a “vicious
cycle” where staff recruitment is difficult, turnover is high,
and those left behind are forced to work harder and longer
resulting in still greater dissatisfaction and burnout (Peck,
1995). This cycle has been seen across all disciplines in the
healthcare workplace to include physicians, non-physician
providers, nursing staff and other support staff (Williams et
al., 2001; Fletcher, 2001; Mesirow, Klopp, and Olson, 1998).
Tai and Robinson (1998) cited the extensive direct and indirect
costs of staff turnover. Direct costs were noted to be
advertising, recruiting, and other hiring costs. The indirect
costs were identified as those involved in termination,
orientation, training, decreased productivity and impact on
qgquality of patient care (Tai & Robinson). The financial costs
of employee dissatisfaction are severe in many cases and are
forcing organizations to actively manage the satisfaction of
their workers in order to remain financially viable in the
competitive healthcare marketplace (Buchbinder et al., 1999).
Aside from the purely financial implications of staff
retention, maintaining satisfaction among employees has other
key associations. Several studies have shown a relationship
between staff satisfaction and staff productivity. A
correlation has been demonstrated between increased staff

satisfaction and higher performance ratings (McNeese-Smith,
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2001). Tri (1991) expanded on the 1987 study by Sanford that

showed a connection between high levels of nurse satisfaction
and increased productivity measures.

There are also adverse health costs with dissatisfied
workers. The physical and mental toll related to stress
associated with workplace dissatisfaction was shown in many
studies to be considerable (Williams et al., 2001). Poor
workplace satisfaction has been associated with higher levels of
absenteeism and increased use of sick leave (Fletcher, 2001;
O'Rourke, Allgood, VanDerslice, & Hardy, 2000; McNeese-Smith
2001) .

As previously stated, much of the staff satisfaction data
can be applied across the many healthcare disciplines. Linn et
al. (1985) detailed the significant relationship between the two
variables when exploring the job satisfaction of physicians.
There are some important issues that are unique to professional
nurses. The current nursing shortage makes job satisfaction a
critical wvariable to be considered by healthcare organizations
(Fletcher, 2001). The aging nursing workforce and shrinking
enrollments in nursing schools have been a cause of concern for
the last 20 years and a reversal of these trends is unlikely
(Spratley, Johnson, Sochalski, Fritz, and Spencer, 2000;
Buerhaus & Auerbach, 2000;Shortell & Kaluzny, 2000). Cost
cutting strategies of MCO’s have resulted in a workforce that

has been described as “unhappy and angry” (Fletcher, 2001, p.
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326) . Fletcher (2001) also describes another vicious cycle

where the dissatisfied nursing workforce passes this attitude to
nursing students and to those considering nursing as a
profession thus perpetuating the shortage even further.

The value of support staff to organizations is a new area
of study. Gradually, their value to the organizations are being
discovered as critical to the success of the healthcare delivery
team. Certified Nursing Assistants (CNA’s) and front desk staff
are considered to be the frontline of the care team (Mesirow,
Klopp, & Olson, 1998). Their interaction with patients is
sometimes greater than other members of the team and frequently
sets the tone for the patient encounter with the organization.
Studies have shown that patients often base their level of
satisfaction with the organization on satisfaction with the
front desk staff (Kravitz, Thomas, Sloss, and Hosek, 1993, Tri,
1991). Maintaining the satisfied support staff is critical to
the success of the healthcare team.

Patient Satisfaction

The requirement for the healthcare industry to concentrate
on patient satisfaction can be explained in many ways.
Businesses have always known that customer satisfaction is an
important component of success. How else could a business
expect to thrive if it was not demonstrating a commitment to its
customers? The healthcare industry was a latecomer to this

reality (Choong, 2000). Traditionally, healthcare looked to the
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internal measures of productivity and efficiency as their

barometers of success. Patients were uninformed consumers who
were considered “beneficiaries” of the industry’s talents and
services. As healthcare began to acknowledge the idea of
patient rights and technology such as the internet began to give
patients the information to make informed choices, the industry
began to shift its attention to quality of care and patient
satisfaction (Choong, 2000).

The healthcare industry needs to manage patient
satisfaction because it makes good business sense. The U.S.
industry seems to have been partially successful in stemming the
rising rate of healthcare expenditures (Kongstvedt, 2001).
After managed care began to control costs, competition emerged
among physicians and delivery systems as they began to vie for
the dollars of the newly empowered healthcare consumers (Roth &
Schoolcraft, 1998). The new “business” of healthcare indicated
that it would begin to look at its business practices like any
other service industry (Mertz, 1999). Customers were looking
beyond price and starting to look at the quality of the product
they were purchasing (Larkin, 1998). Many studies have
demonstrated that patient satisfaction is a strong indicator of
healthcare quality (White, 1999, Medina, Goldszer, and
Krupinski, 2001) and show correlations to increased compliance
with medical treatment plans and better outcomes (Kaplan,

Greenfield, & Ware, 1989). Also, satisfied patients are more
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likely to return to a physician or hospital, and less likely to

disenroll from a health plan (Ware & Hays, 1988, Weiss & Senf,
1990). It seems clear that patient satisfaction is important to
the bottom line of businesses in the healthcare industry
(Hiidenhovi, Nojonen, and Laippala, 2002).

Another reason patient satisfaction is important to
healthcare organizations is its growing importance to industry
regulators, leaders, and watchdog agencies. Massachusetts,
California and Pennsylvania are just a few of the state
regulating agencies that are incorporating patient satisfaction
into their accreditation and purchasing processes (Jaklevic,
1996, MGH Hotline, 1998). Consumer Reports Magazine recently
published a report on how to evaluate potential hospitals by
providing links to report cards that include satisfaction data
(2003) . Evidence of this trend can also be seen internationally
as the British National Health Service has also demonstrated
growing focus on patient satisfaction (Fitzpatrick, 1991). The
National Committee for Quality Assurance (NCQA) has added
patient satisfaction to their Health Plan Employer Data and
Information Set (HEDIS) indicators that are used as report cards
for managed care organizations (Thomas, 1998). If this was not
proof enough of the criticality placed on patient satisfaction,
the possibility has been raised in the past that providers might
risk having poor satisfaction reports forwarded to the National

Practitioner Data Bank which would jeopardize their future
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employment options (1998). There have also been published

studies and commentaries in the Journal of the American Medical
Association and the Archives of Internal Medicine on the
negative correlation between patient satisfaction and
malpractice risk (Sage, 2002, Hickson et al. 2002, Forster,
Schwartz, & DeRenzo, 2002). Finally, it seems as if the
healthcare industry is now making itself accountable for patient
satisfaction.
Purpose

The purpose of this study is to determine the possible
impact of the AMEDD Population Health Primary Care Optimization
one-week training program on two distinct variables: staff
satisfaction in a primary care clinic test site of the APCHO
program; and patient satisfaction in a primary care clinic test
site of the APCHO program. The hypotheses are: a) that there is
an improvement in staff satisfaction after the staff have
undergone the APCHO one-week training program and b) that there
is an improvement in patient satisfaction after the staff have
undergone the APCHO one-week training program. Addressing these
hypotheses might indicate the value of implementing the training
program as a continued part of the AMEDD Primary Care
Optimization initiative.

Methods and Procedures
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Staff Satisfaction Survey Tool

A fifty-one-question survey was developed to measure current
staff satisfaction and knowledge/awareness of the APHCO content
(Appendix B). Since the study was focused on the staff at a
single clinic, it was thought necessary to limit the number of
demographic questions that might infringe on the anonymity of
the respondents. A single question was used to determine the
role of the respondent: Physician, Nurse Practitioner (NP),
Physician Assistant (PA), Registered Nurse (RN), Licensed
Practical Nurse (LPN), Army Medic (91W), Certified Nursing
Assistant (CNA), Medical Clerk, and Medical Record Coder. One
question identified the respondent as Military, Civilian or
Contract personnel. The tool also included a question to
determine whether the staff had received any previous
instruction in population health primary care clinical
optimization. Several gquestions also measured the current
knowledge level of five facets of the APHCO training program
(questions 46-51). The remainder of the survey questions were
taken from a previous research study and modified for use in
this study (Johnson, 2001). The survey utilized a seven-point
scale with responses ranging from 1 (very dissatisfied) to 7,
(very satisfied). Survey questions divided 35 components of
staff satisfaction into ten construct categories: satisfaction
with the workload; satisfaction with the treatment team;

satisfaction with facility; satisfaction with practice autonomy;
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satisfaction with the organization; satisfaction with

professional experience; satisfaction with patient
relationships; satisfaction with treatment team efficiency;
satisfaction with the quality of medical care; and satisfaction
with pay and opportunities for advancement. The measure of
overall satisfaction was addressed in a single question. The
final page consisted of two questions: “What would make this
practice better for patients?” and “What would make this
practice better for staff?” These guestions were used in
previous APHCO training evaluations to find common concerns or
comments from the staff. Prior to the APHCO training, the survey
was distributed to all members of the Moore Clinic staff to
include providers, nursing staff, medical clerks, and medical
record coders. Completed surveys were collected by team leaders
and returned to the researcher.

Approximately 4 months following the APHCO training, a
follow-up survey was performed using a slightly modified survey
tool. The follow-up survey included several questions that
determined the respondents’ level of participation with the
APHCO training. A single question asked if they attended the
training: yes or no. Those who attended the training were then
asked to select the number of days they participated in the
training selecting from a range of one to five days. To
evaluate their attitudes on perceived usefulness of the

training, a question was added using a seven-point scale fixed
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at three points: 1 (Strongly Disagree), 4 (Agree), 7 (Strongly

Agree) . The APHCO training was intended to genesis a variety of
optimization activities and initiatives for the primary care
teams to continue following the training and discussions. To
measure the amount of activity generated from the training a
question was added that asked the respondents to quantify the

amount of time they were involved in activities relating to the

APHCO initiative using the following possible selections: 0 = no
time at all, 1 = every other month, 2 = monthly, 3 = every other
week, and 4 = weekly.

The responses to the survey questions were entered into SPSS
version 11.0 for descriptive and inferential statistics. Each
of the ten domains of staff satisfaction was computed by
averaging the scores of the various facets of satisfaction
contained in that domain. Knowledge of key concepts from the
APHCO training were handled in a similar manner.

The analysis consisted of several steps. First, the
satisfaction levels were measured for the initial and follow-up
surveys. Second, an evaluation of any increases or decreases of
satisfaction between the two surveys was performed. Next, the
changes were reviewed for the statistical significance of any of
the identified changes. Finally, the measures were evaluated
for the presence and strength of any relationships that might

exist between the facets of satisfaction.
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The significance of changes in staff satisfaction between

the initial and follow-up surveys was measured using Mann-
Whitney U tests. Significant correlations were evaluated using
Spearman’s Rho. The researcher also transcribed the written
comments from the staff.

In order to provide further clarity, results were analyzed
and reported by functional working groups within the primary
care teams. All statistical tests were performed on the
following groupings of the staff: All Staff (included all team
members), Providers (Physicians, NP’'s, PA’s), Nursing Staff
(RN’s and 91W’s), CNA’'s, and Administrative Support Staff
(medical clerks and coders). CNA’'s were separated from the
nursing staff because of their large numbers. Another group,
Attended APHCO, was used to evaluate potential differences among
the staff that attended the APHCO training. The Spearman Rho
tests were performed on each of these groups from their combined
scores from both the initial and follow-up surveys.

Reliability and Validity of the Staff Satisfaction Survey
Tool

The reliability of the survey tool was measured by using
Chronbach’s Alpha. Each of the ten satisfaction component
groups was measured and found to have Alphas between .7380 and
.9464 (Tables 2 and 3). Similar to what was reported in the
Johnson study (2001), the Alpha between questions forty-four and

forty-five was found to be below the reliability threshold and
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the two questions were examined separately. The remainder of

the domains were above the .70 level which is the measure for
internal reliability.

This survey tool was taken from other survey tools that have
been validated for both content and construct design (Byers,
1999; Johnson, 2001; Kravitz et al., 1993). The survey was
pilot tested on ten healthcare providers prior to initial
administration to Moore Clinic staff. One typographical error
on the survey instrument was identified and corrected during the
pilot study.

Patient Satisfaction Survey Tool

A seventeen-question survey tool was developed by the
researcher to measure patient satisfaction before and after the
APCHO training program (Appendix C). The initial surveys were
administered over a five-day period prior to the completion of
the training program by doing a point of service survey
technique (Cooper & Schindler, 2001). The Moore Clinic offers an
ideal layout that funnels all patients through one building exit
near the Pharmacy. Patients were asked to voluntarily complete
a survey on their clinic encounter that will be used to evaluate
improvements in the Moore Clinic. Because the exit is next to
the pharmacy, patients were often able to complete the survey
while waiting for their prescriptions. For those patients
exiting without the need for a prescription, there was an area

with a place to stand or sit while completing the survey. The
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survey took approximately five minutes to complete. The survey

process was repeated approximately four months following the
completion of the APHCO training. This allowed enough time for
the clinic staff to assess and implement some, but certainly not
all, of the changes identified during the training.

Several initial questions were utilized in the survey to
establish the beneficiary category and reason for the visit.
These questions were essential to evaluate the differences in
satisfaction related to specific patient encounters and to
specific categories of beneficiary. Active duty service members
are often seen for their primary care needs in what is known as
sick call. Sick call is often a source of poor patient
satisfaction as these encounters are frequently associated with
a “cattle-call” mentality. Soldiers arrive en mass and without
an appointment at the beginning of the duty day where they wait
for varying times to be seen by a provider. This standard of
care is perceived as different than those encounters where each
individual is scheduled for an appointment. If a soldier is
sick or injured at the start of the day, Sick Call is usually
the only option for primary care. Differentiating between
soldiers and family members was important to determine if
optimization changes the satisfaction of soldiers and/or family
members. Included in these initial gquestions was one question
to determine the beneficiary status of the respondent: Active

Duty, Family Member of Active Duty service member, Retired
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service member, or Family Member of retired service member. One

qguestion was included to establish the type of appointment the
respondent was being seen for: Sick Call (Active Duty only),
Same Day appointment (Family members), Routine scheduled
appointment, and “Walk-in.”

The military health system recognizes that many patients
make appointments to see providers when all they desire is to
secure some sort of over-the-counter medicine to treat their
non-urgent conditions. Self-care programs are designed
throughout the MHS to reduce demand for appointments by allowing
patients to receive certain non-prescription medications from
the pharmacy without the requirement to see a provider. The
programs vary in their intensity to reach the communities to
which they serve. They all require patients to participate in
some sort of educational activity in order to be eligible for
this benefit. In many cases, this has been an effective tool to
reduce demand on the appointment system. Darnall Army Community
Hospital has such a program but it is not well publicized and
requires a 3-hour class. There have also been challenges in
pushing this class to the active duty population. Part of the
APHCO training involves reducing demand where possible. The
self-care program is one possible way for the Moore Clinic to
decrease demand on their appointment system if it is
incorporated into the clinic processes. Question three on the

survey measures patient awareness of the program by asking them
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if they would have waited to see a provider if they could have

signed out some over-the-counter medications from the pharmacy.
It is assumed that this measure would provide an indication of
the number of appointments that might have been made available
to other beneficiaries had the program reached these patients.

Three questions were developed to determine the
respondent’s familiarity with the MHS Primary Care Manager By
Name (PCMBN) initiative. This program provides for continuity
by providing every beneficiary with a primary care manager (PCM)
who, in theory, will manage this patient’s care. Continuity is
essential to improved outcomes and has also been associated with
higher levels of satisfaction. The MHS PCMBN initiative is an
important component of the Population Health Primary Care
Optimization initiative and training. TRIWEST, one of the
TRICARE managed care support contractors provided an excellent
explanation of the initiative on their website (Appendix E). One
guestion asked if the patient was familiar with the term Primary
Care Manager to assess the sample’s awareness of the program.
Two other questions determined if the patient knows the name of
his or her PCM and lastly, whether he or she saw their PCM for
that appointment.

Patient satisfaction measurements were measured with eleven
questions taken from the DoD monthly satisfaction tool. The DoD
satisfaction tool has been used since 1995 and has been found to

be a reliable and valid survey tool (TRICARE Management
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Activity, 2002). Unfortunately, the DoD survey is administered

in such a manner that timely reporting of the results is not
possible. There is over a six-month lag from the time of the
visit to the time the results of the survey are made available
to the commands. Since the Moore Clinic has only been in
existence since February 2002, there is no historical DoD survey
history available. It was, however, thought to be essential to
utilize a tool similar to the DoD survey so that the data
collected at the Moore Clinic could be compared against the
historical results from the Darnall Primary Care system.

The three constructs measured in the DoD Patient
Satisfaction Survey are quality of care, access, and ancillary
services. All of these constructs are addressed in the APHCO
training program. Limiting the number of questions is an
important factor in increasing the return rate and completeness
of survey tools (Cooper & Schindler, 2001). Research has shown
that the seventeen-question DoD satisfaction survey could be
narrowed to eleven questions that are highly predictive of
satisfaction (Ueocka, Rogers, & Hamilton, 2002). These eleven
guestions were utilized in the survey tool for this study.
Satisfaction with the quality of care was found to have the most
predictive value for overall satisfaction. A final question was
used to determine overall satisfaction with this clinic
encounter. All of except three of the questions utilized a

Likert scale with five possible responses ranging from Poor,
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Fair, Good, Very Good to Excellent. According to the TRICARE

Operational Performance Statement (TOPS) handbook (2002),
respondents averaging a rating between “Good” and “Excellent”
are considered to be satisfied. Question eight asked patients
if they would recommend the provider they saw to friends or
family. This question has a four point scale with the following
responses: 1 = Definitely Not, 2 = Probably Not, 3 = Probably
Yes, and 4 = Definitely Yes. Satisfaction with this area is
indicated by selections of 3 or greater. To measure access to
care, question 8 asked patients to rate the number of days
between the day the appointment was made and the day they saw
the provider. Respondents could choose: Same Day, 1 day, 2-3
Days, 4-7 Days, 8-14 Days, 15-30 Days, More than 30 Days, or
walked in. The acceptable access standard according to the TOPS
handbook is 4-7 Days. The final question measured overall
satisfaction with MTF visit utilizing a seven-point scale with
possible responses ranging from 1 = completely dissatisfied to 7
= completely satisfied. Average ratings of 5 or higher were
considered to be an indicator of satisfaction (2002).
The follow-up survey differed only with the addition of one
guestion. The question was put to family members asking,

In light of the recent deployments, do you plan on

remaining in the Fort Hood area and continuing to

utilize the medical services at the Moore Clinic

and at Darnall Army Community Hospital? (Appendix C)
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It was added in lieu of the potential impact from massive

deployments of Fort Hood military personnel in support of
Operation Iragi Freedom. The results from this question were
given to the command but will not be reported here.

Reliability and Validity of Patient Satisfaction Survey Tool

After a pilot test in 1997, the questions from the DoD
Customer Satisfaction Survey have been successfully used to
measure three determinants of satisfaction; access, quality, and
interpersonal relationships in MHS healthcare. Analysis has
shown these to have excellent wvalidity and reliability. The
guestions measuring these constructs have been analyzed for
inter-item reliability using Chronbach’s Alpha and were all
found to be above the .70 threshold for reliability (TRICARE
Management Activity, 2002). The Alpha measure from the initial
patient satisfaction survey was .9321. Studies of the
guestions’ internal consistency validity have demonstrated them
to all be above the .40 threshold (TRICARE Management Activity).
The patient satisfaction survey tool and survey process for this
study were piloted at the Moore Clinic a month prior to the
actual survey. Thirty patients completed surveys and feedback
was solicited as to the clarity and content of the survey tool.
There were no problems identified with the survey tool or its

administration process.

Results
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Descriptive Statistics: Staff Satisfaction

Prior to the initial survey, a total of ninety-five staff
members were identified as members of Thomas Moore Health
Clinic’s primary care delivery teams. Team members consisted of
physicians, physician assistants, nurse practioners, registered
nurses, licensed practical nurses, certified nursing assistants,
Army medics (91W), medical clerks, and medical record coders.
Surveys were returned by 80 staff members for the initial survey
and 75 staff members for the follow-up survey (Tables 5,6). The
population surveyed for both surveys was largely identical with
a few exceptions. Some staff members were on leave or
unavailable during the initial survey and there have been
several new hires since November 2002. Active Duty comprised
12.5% of the respondents for the initial survey, Civilian
Government Service (GS) 18.8%, and Contractors, 68.8%. The
follow-up survey respondents were comprised of 6.7% Active Duty,
20% Civilian GS, and 73.3% Contractors. The drop off in the
Active Duty respondents was largely due to the fact that many of
the active duty Moore Clinic staff were deployed in support of
Operation Iragi Freedom.

APHCO Training Questions

Tables 7 and 8 contain summary percentages of staff
reporting previous training on population health primary care
optimization. Most of the staff reported that they have

received no formal instruction other than the APHCO training.
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Only 3.8% of respondents to initial survey and 6.7% of

respondents on the follow-up survey indicated any previous
formal instruction.

Table 9 contains information on staff attendance at the
APHCO training in November. Seventy-six percent of the staff in
the follow-up survey indicated that they attended at least part
of the training. Fifty percent of providers (physicians, PA’s,
and NP’'s), 91% of nursing staff (RN’s, LPN’'g, 91W’s, and CNA'sg),
and 67% of the administrative staff (medical clerks and coders)
attended at least part of the training. Of those respondents
who stated that they attended at least part of the training, 87%
indicated that they attended four to five days of the five-day
training program (Table 10, Figure 1).

The follow-up survey asked the staff to respond to the
statement “I found the APHCO Training to be useful in my efforts
to improve the delivery of patient care in my clinic.” On the
seven-point scale ranging from 1 (Strongly Disagree) to 7
(Strongly Agree), the average was 4.67, indicating a positive
feeling about the training among the total staff. A further
stratification of the functional area responses shows providers
indicating the lowest “usefulness” score for the training (n=10,
mean = 3.8) and nursing staff with the highest (n= 39, mean =
4.87, Tables 11,12).

A series of questions measured the self-reported knowledge

of some of the key facets of the APHCO training program
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(Questions 46-51). An analysis of the responses is included

later in this section.

The last question unique to the follow-up survey asked how
much time the staff was spending on optimization related
initiatives either with their primary care teams or with clinic
leadership. The five possible answers ranged from 0 (no time at
all) to 4 (weekly) with a reported mean of 1.32 (Tables 13-15).
Fifty-seven percent of staff reported spending no time at all on
optimization activities while 24 percent reported weekly
optimization activities. One hundred percent of active duty
indicated spending time on optimization activities weekly while
47 percent of GS and 65 percent of Contractors reported spending
no time at all.

The descriptive analysis of the staff satisfaction domains
is reported by functional group. Six groups were identified for
this analysis: All Staff, Providers, Nursing Staff, CNA,
Administrative Support Staff, and Attended APHCO. The All Staff
group consisted of the results for the staff as a whole.
Providers were comprised of physicians, nurse practitioners and
physician assistants. Nursing Staff consisted of RN’s, LPN’s
and 91W’'s. CNA’s were separated because of their relative large
numbers. Administrative Support Staff included medical clerks
and medical record coders. Attended APHCO was used to describe

staff from the follow-up survey that attended the APHCO
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training. Their results are compared with the All Staff results

from the initial survey to assess changes between surveys.

Satisfaction with Workload

Overall satisfaction with workload was measured using the
two facets of satisfaction (Table 2), satisfaction with leisure
time and satisfaction with pace of work (Table 16). The initial
survey showed that CNA’s and Nursing Staff were most satisfied
with overall workload. Providers and Administrative Support
Staff were the least satisfied. 1In the follow-up survey, CNA’Ss
and Nursing Staff’s satisfaction in this area declined, while
Provider’s showed a slight increase. The Administrative Support
Staff’s satisfaction remained the same. Those attending the
APHCO training, when compared to the initial survey, had a
slightly larger decrease in satisfaction with overall workload
than the staff as a whole.

Table 17 shows the results of staff satisfaction with the
level of leisure and family time. Providers and Administrative
Support Staff were the least satisfied and were both within two
standard errors of the mean score from neutral satisfaction.
The follow-up survey showed that the entire staff mean declined,
Administrative Support Staff remained essentially neutral, and
CNA’'s and Nursing Staff declined.

Results measuring satisfaction with the pace of work are
reported in Table 18. Again, CNA’'s and Nursing Staff were the

most satisfied and Providers and Administrative Staff were least
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satisfied in this area. Providers were neutral in this area

while the remainder of the staff showed positive satisfaction.
The follow-up survey results show an overall decrease in
satisfaction in this area, very similar to what was found with
those attending APHCO.

Satisfaction with Treatment Team

Overall satisfaction with the treatment team was calculated
from the averages of the following six areas: CNA support, RN
support, Medical Clerk support, access to medical records,
provider support, and treatment team teamwork (Table 2). All
staff reported satisfaction above neutral for overall
satisfaction with treatment teams in the initial survey (Table
19). CNA’s showed the highest level of satisfaction and
providers the lowest in the first survey. Provider satisfaction
did not change in the follow-up survey, while Nursing Staff and
CNA’s decreased but stayed above the neutral rating.

Tables 20-22 and 24 list the results of the questions
pertaining to satisfaction with the various treatment team
members. The initial survey results indicated that all staff
members were satisfied or neutral with all members of the
primary care teams. All respondent groups showed highest
satisfaction with the groups to which they belonged. Other than
that pattern, Providers and Nursing Staff rated CNA’s the
highest while CNA’'s and Administrative Support Staff gave their

highest satisfaction ratings to Providers. Satisfaction



Patient and Staff Satisfaction 56
decreased for all primary care team groups in the follow-up

survey. While CNA’'s continued to report highest satisfaction
with CNA’s, the other groups showed a change in which groups
they gave their highest satisfaction levels. Providers, Nursing
Staff, and Administrative Support Staff indicated highest
satisfaction with Medical Clerks, CNA'’s, and Providers
respectively. Those who attended the APHCO training reported
larger decreases in satisfaction when compared with the entire
population in the follow-up survey.

When asked about their satisfaction level with medical
record availability, the entire staff responded with neutral
satisfaction in the initial survey (Table 23). Providers gave
this facet the lowest ranking. The follow-up survey indicated
slight decreases in satisfaction with medical records
availability. All groups remained neutral with the exception of
CNA’'s, who indicated a less than satisfied response.

Staff satisfaction with teamwork was measured with question
11 on both the initial and follow-up surveys and the results are
reported in Table 25. The staff as a whole reported their
satisfaction with the treatment team teamwork as above neutral.
CNA’s had the highest satisfaction levels and Administrative
Support Staff lowest. Changes in the follow-up survey indicated
a decrease in the level of satisfaction in this area, with the
exception of the Administrative Support Staff who reported an

increase raising their level of satisfaction to above neutral.
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Satisfaction with Facility

The overall satisfaction with the treatment facility was
evaluated with three questions: satisfaction with facility exam
rooms, satisfaction with facility layout, and satisfaction with
number of exam rooms per provider (Table 2). The “All Staff”
overall satisfaction level with the treatment facility was above
neutral, with all treatment team groups reporting above neutral
levels except for Nursing Staff (Table 26). Nursing Staff
satisfaction level was neutral for the initial survey but
changed to above neutral in the follow-up survey. All other
groups showed decreased satisfaction with the facility in the
follow-up survey.

Staff satisfaction with facility exam rooms (Table 27) and
facility layout (Table 28) showed satisfaction levels similar to
the overall category. Again, Nursing Staff moved from neutral
to above neutral in the follow-up survey. “All Staff” levels
decreased slightly with a slightly larger decrease in
satisfaction seen with those who attended APHCO training. Table
29 summarizes the staff satisfaction with the number of exam
rooms per provider. The follow-up survey demonstrates a slight
decrease in “All Staff” level of satisfaction with this area.
Providers had the highest level of satisfaction in the initial
survey, had the biggest drop among all of the groups, and
shifted to near the lowest level in the follow-up survey.

Satisfaction with Autonomy



Patient and Staff Satisfaction 58
Overall staff satisfaction with practice autonomy was

evaluated with four questions on the staff satisfaction survey
(Table 2): satisfaction with practice autonomy, satisfaction
with scheduling autonomy, satisfaction with process autonomy,
and satisfaction with utilization of clinical abilities within
scope of practice. The “All Staff” levels of satisfaction with
autonomy were above neutral in both the initial and follow-up
surveys (Table 30). In the initial survey, CNA’s had the
highest level of satisfaction and providers the lowest. The
largest change between the two surveys was seen in the CNA’s who
indicated a decrease in satisfaction with overall practice
autonomy. All groups registered a decrease in satisfaction in
this area except for the Providers.

Tables 31-34 summarize the staff satisfaction with the 4
facets of practice autonomy. In answering the question
pertaining to satisfaction with staff’s ability to provide
patient care according to one’s best judgment, Providers
indicated the lowest level of satisfaction in both the initial
and follow-up surveys despite showing the greatest increase
between the two surveys. CNA’s had the largest decrease in
satisfaction in this area. While the staff as a whole showed no
change in satisfaction between the initial and follow-up
surveys, those who attended APHCO showed a slightly greater

decrease in satisfaction in this area.
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Responding to the question about satisfaction relating to

the ability to initiate changes in the way work is done in the
clinic, Providers, again, had the lowest levels of satisfaction
and had the largest increase between both the initial and
follow-up surveys (Table 32). CNA’s had the highest levels of
satisfaction in the two surveys but also registered the largest
decrease in satisfaction. There was little difference with
those who attended APHCO training in this area.

The “All Staff” satisfaction with the ability to make
changes in the work schedule shifted from satisfied to neutral
between the initial and follow-up surveys (Table 33). CNA’s had
the largest decrease in satisfaction with this area and
Providers the largest increase. Those who attended APHCO showed
a higher level of satisfaction in the follow-up survey.

Responses to staff satisfaction with the utilization of
clinical abilities within their scope of practice partially
differed from the previous autonomy questions (Table 34).
Although CNA’'s continued to have the highest levels of
satisfaction in this area, Nursing Staff indicated the lowest
satisfaction levels. Nursing Staff was neutral with this facet
while all others were satisfied. All groups showed a decline in
satisfaction in the follow-up survey with the Administrative
Support Staff indicating the largest decrease in satisfaction.
APHCO attendees had a smaller decrease in satisfaction in this

area.
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Satisfaction with Organization

Overall staff satisfaction with their organization was
measured with four questions (Table 2): staff satisfaction with
local leadership emphasis on primary care, general satisfaction
with local leadership, satisfaction with AMEDD leadership, and
satisfaction with the amount of data provided by leadership to
aid in decision making. The “ALL Staff” measure indicated that
the staff was satisfied in this area (Table 35). Nursing Staff
and CNA's were satisfied and Providers and Administrative

Support Staff had neutral satisfaction. In the initial survey,

60

CNA’'s rated their satisfaction highest and Providers the lowest.

In the follow-up survey, Providers had the largest increase in

satisfaction and the CNA’s the largest decrease in satisfaction.

Nursing Staff also had a decrease in satisfaction with the
organization measure.

Satisfaction with the emphasis local leadership places on
primary care is reported in Table 36. While all of the
respective groups were satisfied with this area in the initial
survey, the follow-up survey indicated that satisfaction levels
decreased. Nursing Staff, CNA’s, and Administrative Support
Staff all reported neutral satisfaction on the follow-up survey
for this area.

Table 37 shows the satisfaction with local medical
leadership. The “All Staff” measure indicated that the staff

was satisfied with local leadership, however, Providers and
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Administrative Support Staff registered neutral on the initial

survey. Both of these groups showed increased satisfaction on
the follow-up survey, which indicated that they were satisfied
with local medical leadership at that time. The largest changes
were seen in the CNA’s and Nursing Staff as they shifted from
satisfied to neutral in the follow-up survey. Satisfaction with
AMEDD leadership is reported in Table 38. The “All Staff”
measure indicated satisfaction in both the initial and follow-up
survey. The largest change in satisfaction with AMEDD
leadership was seen with the positive shift in Providers. CNA’s
reported a decrease in satisfaction with this area on the
follow-up survey.

The staff was satisfied with the amount of data provided by
the leadership to aid in decision-making (Table 39). There was
essentially no change in the overall staff’s level of
satisfaction between the two surveys. Providers had the least
amount of satisfaction with this area, rating it as neutral in
both surveys. The Administrative Support Staff registered the
largest positive change in satisfaction with this facet of

organizational satisfaction.

Satisfaction with Professional Experience
Six facets of satisfaction were used to measure the staff'’s

satisfaction with professional experience (Table 3): interaction
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with other team members, training, scope of practice,

participation with teaching activities, ability to contribute to
health of patients, and value of individual role on primary care
team. “All Staff” were satisfied with overall professional
experience on both surveys despite a decrease on the follow-up
survey (Table 40). Results for the initial survey showed CNA'’s
were most satisfied and Administrative Support Staff the least
satisfied. A decrease in Nursing Staff satisfaction on the
follow-up survey showed them to be the least satisfied with
professional experience at that time. An increase in
satisfaction among the Administrative support staff was seen on
the follow-up survey.

When questioned about satisfaction with their interaction
with other team members, Administrative Support Staff had the
lowest level of satisfaction on the initial survey (Table 41).
On the follow-up survey, the Administrative Support Staff showed
the largest increase and had the highest level of satisfaction.
CNA and Provider satisfaction with this area declined on the
repeat survey. The pattern for change in satisfaction for the
Administrative Support Staff was repeated on the measure of
satisfaction with training to care for patients efficiently.
Ranked lowest in satisfaction on the initial survey, they
reported the highest satisfaction with this area on the follow-

up survey.
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Table 42 shows the reported staff satisfaction with training

to aid in efficiency of patient care. All of the groups
reported satisfaction with this measure on the initial survey.
CNA’'s indicated the greatest satisfaction and Administrative
Support Staff the lowest. The “All Staff” grouping indicated a
decrease in satisfaction with this sort of training. Nursing
Staff and CNA satisfaction dropped while Administrative Support
Staff and Provider satisfaction increased. The decrease seen
with the “Attended APHCO” group was slightly less than the
decrease observed with the “All Staff” group.

All of the staff was satisfied with their scope of practice
on the initial survey (Table 43). The follow-up survey showed
that all groups had a decrease in satisfaction with scope of
practice. Nursing Staff had the largest decrease in
satisfaction and registered as neutral on the follow-up survey.
Administrative Support Staff also had a decrease in satisfaction
and decreased their level of satisfaction to neutral.

Staff satisfaction with ability to participate in meaningful
teaching activities is reported in Table 44. Nursing Staff and
CNA’'s were satisfied but Providers and Administrative Support
Staff had neutral satisfaction. Providers were the least
satisfied on both surveys. Except for the Administrative
Support Staff, all groups registered decreased levels of

satisfaction on the follow-up survey. Nursing Staff had the
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largest decrease in satisfaction with meaningful teaching

activities.

When asked in the initial survey to rate satisfaction with
their ability to contribute to the overall health of clinic
patients, the entire staff was satisfied (Table 45). Providers
had the lowest satisfaction and CNA’s the highest. In the
follow-up survey, all groups were less satisfied except for the
Providers. Administrative Support Staff had the largest
decrease in satisfaction in participation in teaching
activities.

The overall staff was satisfied with being valued for their
role on primary care teams (Table 46) on both surveys. On the
initial survey, CNA’s were the most satisfied. While the
Providers and Administrative Support Staff were least satisfied
on the initial survey, they had largest increases in
satisfaction in the follow-up survey and both increased from
neutral to satisfied. Nursing Staff and CNA’'s showed a decrease
in satisfaction on the follow-up survey.

Satisfaction with Patient Relationships

Staff satisfaction with patient relationships was measured
using three facets (Table 2): patients appreciating work done
for them, contribution made to life of clinic patients, and
current relationships with patients. The staff was satisfied
with patient relationships on both surveys (Table 47).

Providers and Nursing Staff showed an increase on the follow-up
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survey while CNA’'s and Administrative Support Staff showed a

decrease in satisfaction.

The staff reported in both surveys that they were satisfied
with patients appreciating work done for them (Table 48). CNA’s
were the only group showing decreased satisfaction in this area
on the follow-up survey. Nursing staff had the largest increase
in satisfaction on the second survey.

The satisfaction with staff contributions made to the life
of clinic patients is reported in Table 49. Overall, the staff
was satisfied in both surveys. Nursing Staff showed the largest
increase in the follow-up survey. CNA’'s were the only group to
register a decrease as they reported to be slightly less
satisfied in the second survey.

Staff satisfaction with current relationships with patients
is summarized in Table 50. The staff related that they were
satisfied with this facet across the two surveys.

Administrative Support Staff reported the highest satisfaction
levels in this area but showed a decline in the follow-up
survey. Nursing Staff showed the largest increase and had the
highest satisfaction level on the second survey.

Satisfaction with Treatment Team Efficiency

Satisfaction with treatment team efficiency was measured
using five facets of team efficiency (Table 2): patients not
spending wasted time while receiving care in clinic, amount of

time spent in activities related to patient care, treatment team
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efficiency, efficiency of military sick call, and satisfaction

with the manner normal clinic appointments are handled. The
“All Staff” grouping reported satisfaction with overall
treatment team efficiency (Table 51). CNA’s reported the
highest satisfaction with efficiency and Providers the lowest.
Providers were the only group to show an increase in
satisfaction on the follow-up survey. CNA’s had the greatest
decrease in satisfaction.

Table 52 reports the satisfaction that patients do not spend
wasted time while in the clinic. CNA’s were the only group
satisfied with this measure on the first survey. All others
were neutral with Providers having the lowest satisfaction. On
the follow-up survey, all groups registered a decrease in
satisfaction. CNA’'s demonstrated the largest drop in
satisfaction.

Staff satisfaction with the amount of time spent in
activities related to patient care is reported in Table 53.
Providers had the lowest satisfaction with this area on the
initial survey. The greatest shift seen on the follow-up survey
was a positive shift for Provider satisfaction. All other
groups registered a negative change in satisfaction but
Providers continued to have the lowest satisfaction level in
this area.

Staff was asked about their satisfaction with treatment team

efficiency (Table 54). CNA’'s reported the highest satisfaction
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on the first survey but also reported the largest decrease for

the follow-up survey. Except for Providers who were neutral,
the staff indicated satisfaction with treatment team efficiency
in the initial survey. Nursing Staff decreased to neutral with
the follow-up survey.

The efficiency of the sick call process in the clinic was
another facet of efficiency measured on the surveys (Tables 55).
On the initial survey, CNA’s were the only group satisfied with

the way sick call is handled in the clinic. All other groups

were neutral. Providers had the lowest satisfaction with this
process. CNA’s had the largest change (negative) on the follow-
up survey and decreased from satisfied to neutral. Providers

had the only positive change in satisfaction but continued to be
neutral.

When asked about their satisfaction with the manner in which
normal appointments are handled in the clinic, the staff gave
its most diverse responses (Table 56). On the initial survey,
CNA’s had the highest level of satisfaction and Providers the
lowest. Providers were dissatisfied, Nursing Staff and
Administrative Support Staff were neutral, and CNA’'s were
satisfied. Except for the CNA’'s, whose satisfaction decreased,
all groups showed increased satisfaction on the follow-up
survey. Providers registered the largest increase in

satisfaction. On the follow-up survey, Providers, CNA’s and
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Administrative Support Staff were neutral. Nursing Staff

satisfaction increased to satisfied.

Satisfaction with Quality of Medical Care

Satisfaction with the quality of medical care was evaluated
using four facets (Table 2): satisfaction with access to data
reflecting demographics and health status of enrolled
population, amount of time to take care of patients, continuity
of care, and quality of medical care delivered in the clinic.
The entire staff was satisfied with the overall quality of
medical care provided in the clinic (Table 57). Providers had
the lowest satisfaction level while the Administrative Support
Staff the highest. The follow-up survey reported all staff
still satisfied, however, CNA’'s and Administrative support staff
indicated a decrease in their satisfaction.

Satisfaction with access to data reflecting demographics and
health status of enrolled population results are summarized in
Table 58. On the initial survey, CNA’s had the highest
satisfaction, and along with Administrative Support Staff, were
satisfied while Providers and Nursing Staff were neutral. In
the follow-up survey, CNA’s had the greatest decrease in
satisfaction in this area and were the least satisfied. All
but the Administrative Support Staff were neutral on the follow-
up survey. Those who attended the APHCO training were less

satisfied on the follow-up survey.
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Staff members were asked about their satisfaction with the

amount of time they had to take care of patients (Table 59).
The staff as a whole was satisfied in the initial survey.
Providers had the lowest satisfaction and were dissatisfied with
this measure. Nursing Staff was neutral. CNA’'s and
Administrative Support Staff were satisfied. Providers had the
largest increase in satisfaction on the follow-up survey and
CNA’s had the largest decrease in satisfaction. Satisfaction
levels changed to neutral for the Providers and CNA’s in the
follow-up survey.

Results for the satisfaction with continuity of care
provided to the clinic’s patients is reported in Table 60. The
overall staff satisfaction with this measure shifted from
satisfied to neutral between the two surveys. Providers were
the least satisfied with this area for both surveys and
Administrative Support Staff was the most satisfied for the two
surveys. All but the Providers registered a decrease in
satisfaction between the two surveys.

When asked in the initial survey about their perception of
the overall quality of medical care provided in the clinic, the
staff was satisfied (Table 61). This result was repeated in the
follow-up survey. Providers were the least satisfied in both
surveys. Administrative Support Staff registered the biggest

decrease in satisfaction between the two surveys.
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Satisfaction with Pay and Opportunities for Advancement

Overall Staff Satisfaction with pay, recognition and
advancement opportunities was evaluated from three facets: pay
and other benefits, prospects for advancement, and opportunities
for recognition and rewards (Table 2). In the initial survey,
all groups reported neutral satisfaction with this area (Table
62). In the follow-up survey, increases in satisfaction were
seen with the Providers and Nursing Staff. The higher Nursing
Staff levels moved them from neutral to satisfied.
Administrative Support Staff and CNA’s negative changes in
satisfaction moved these groups from neutral to dissatisfied.
The largest decrease in satisfaction in this area was seen with
the CNA’'s.

Satisfaction with pay and other benefits was neutral
throughout all of the groups in the initial survey (Table 63).
Initially, Administrative Support Staff reported the highest
satisfaction and Nursing Staff the lowest. In the follow-up
survey, CNA and Administrative Support Staff satisfaction
decreased while the Provider and Nursing Staff satisfaction
increased. Administrative Support Staff had the largest
decrease in satisfaction with pay and other benefits. The
lowest levels of satisfaction in the follow-up survey was seen
in the CNA’s who were now dissatisfied. Nursing Staff moved

from neutral to satisfied in the follow-up survey.
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The entire staff’s level of satisfaction was neutral in the

initial survey regarding satisfaction with prospects for
advancement (Table 64). Providers and Administrative Support
Staff had the lowest levels of satisfaction and CNA’s had the
highest. CNA’s had the largest decrease in satisfaction. The
increase seen in the Nursing Staff on the follow-up survey moved
them from neutral to satisfied with this facet.

When asked about their satisfaction with opportunities for
recognition and awards for the initial survey, each group was
recorded as neutral (Table 65). CNA’s had the highest
satisfaction on the initial survey but also reported the biggest
decline on the second survey. All groups remained neutral on
this question for the follow-up survey except for the Nursing
Staff. Nursing Staff increased their level of satisfaction from
neutral to satisfied. Administrative Support Staff rated their
level of satisfaction lowest on both surveys.

Overall Satisfaction

Overall staff satisfaction was evaluated using a single
guestion that asked the staff about their current level of
satisfaction with their position in military medicine (Table 2).
The staff reported that, as a whole, they were satisfied (Table
66). Nursing Staff had the highest satisfaction, followed by
CNA’'s, Administrative Support Staff and Providers. On the

follow-up survey, Providers registered the largest increase,
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Nursing Staff remained the same, and CNA’s and Administrative

Support Staff reported decreased satisfaction.

Plan to Separate from Current Position

When asked if they plan to separate from the Army (or quit
their position) at the next opportunity, the Providers were
neutral while the remainder of the groups was less likely to
separate at the next opportunity (Table 67). CNA’'s were the
least likely to separate. CNA’'s and Administrative Support
Staff had the largest decreases on the follow-up survey
indicating they were more likely to separate than when measured
for the initial survey. Providers had the largest increase on
the second survey. Those who attended APHCO training reported
that they were less likely to plan on quitting or separating.

Knowledge of Population Health and Clinical Optimization

Overall knowledge of key population health and clinical
optimization areas were measured with six facets of agreed
levels of knowledge (Table 3): awareness of concepts involved in
population health and how it might be used to improve quality of
care for clinic patients, concept of enrollment capacity,
understanding of roles of members of primary care team,
opportunities to secure funding from MEDCOM to improve delivery
of care, data sources available to assist with primary care
decision making, adequate provision of customer satisfaction
data to address patient concerns and improve clinic perception

in community. On the initial survey, all groups reported
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neutral agreement with their overall knowledge of the population

health and clinical optimization key topics (Table 68). Every
group showed increased agreement on the follow-up survey.
Except for the Providers, each group showed increased their
level of agreement from neutral to agreement in the follow-up
survey.

Table 69 reports on the measure involving staff agreement
that they are aware of the concepts involved in population
health and how they might be used to improve the quality of care
to the clinic patients. Universally, the staff was neutral in
the initial survey and increased to agreement in the follow-up
survey. Asked if they were familiar with the concept of
enrollment capacity, the initial survey found all staff members
reporting neutral or disagreement with this measure (Table 70).
The follow-up survey reported all groups with increased
agreement. Staff attending the APHCO training had greater
agreement than the staff as a whole.

Staff comfort with their understanding of the roles of the
primary care team members was measured (Table 71). Initially,
Nursing Staff and Administrative Support Staff were neutral. In
the follow-up survey, all groups increased their levels of
agreement except for the providers who had a slight decrease.
Even so, all groups reported agreement with this measure in the

follow-up survey.
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Staff members were asked if they were aware of the

opportunities to secure funding from the MEDCOM in order to
improve the delivery of care to their patients (Table 72).
Overall, the staff disagreed on the first survey. Providers had
relatively stronger disagreement than the other groups. Each of
the groups showed increased agreement on the follow-up survey,
with Nursing Staff reporting the largest increase.

Tables 73 and 74 show the reported agreement with the
staff’s awareness of data sources used in primary care decision
making and level of agreement that they are provided with
adequate customer satisfaction data. Both of these measures
showed the staff as a whole increasing their levels of agreement
from neutral on the initial survey to agreement on the follow-up
survey.

Inferential Statistics

Evaluation of Significant Change Between Initial and Follow-
up Survey

There were changes in satisfaction observed, both positive
and negative, between the initial survey and the follow-up
survey. Because of the ordinal and nonparametric nature of the
data, the Mann-Whitney U test was used to measure for
statistically significant change between the surveys with staff
responses to each question and the summary satisfaction domains.
Significant changes were evaluated for the entire staff and for

each functional area of the primary care teams. The “Attended
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APHCO” group compares the staff from the initial survey with

those in the follow-up survey that attended the APHCO training.
The Mann-Whitney U tests for significant changes in the survey
responses are reported for each group in Tables 75-98.

Satisfaction with Workload

Although the mean satisfaction for the “All Staff” measure
for overall satisfaction with workload declined between the
initial and follow-up surveys, the change was not statistically
significant. The increase in satisfaction seen in the Providers
and the decreases seen with the Nurses and APHCO attendees were
also not statistically significant. The CNA decrease in overall
satisfaction with workload was statistically significant at the
p = .05 level (Table 75).

The Mann-Whitney was performed on questions four and five.
Other than with the CNA’s, no group reported significant changes
in satisfaction in either of these gquestions measuring the
facets of workload satisfaction. The CNA decline in
satisfaction with pace of work showed significance in the Mann-
Whitney test (Table 87).

Staff Satisfaction with Treatment Team

The decrease in the mean for “All Staff” overall
satisfaction with the treatment team domain was not significant.
Increases seen in the Provider and Administrative Support Staff,
as well as the decrease in Nursing Staff satisfaction were also

not significant. There was statistical significance with the
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CNA and Attended APHCO decreases between the two surveys (Tables

87 and 95).

Questions six through eleven measured facets of treatment
team satisfaction. The “All Staff”, CNA, and Attended APHCO
group analyses using the Mann-Whitney test indicated the changes
in satisfaction with RN support on the treatment teams were
significant (Tables 75,87, and 95). These tests also revealed
significance in the CNA means changes (decreases) in
satisfaction with medical clerk support, provider support and
medical record availability (Table 87).

Staff Satisfaction with Treatment Facility

The examination of means of the staff’s overall satisfaction
with the treatment facility domain showed that the decrease
observed between the two surveys was not statistically
significant. Further exploration of the increases and decreases
in facility satisfaction among the functional working groups
indicated that those changes were not significant either.

Survey questions twelve through fourteen measured the facets
of staff satisfaction with the treatment facility. The
significance tests performed on responses from these questions
on each of the groups revealed no statistically significant

changes.
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Staff Satisfaction with Practice Autonomy

The changes in the means for the staff’s overall
satisfaction with practice autonomy domain were not
statistically significant for any of the groupings examined.

Questions fifteen through eighteen dealt with facets of
practice autonomy. Table 87 shows the only significant change
seen in any of the group’s responses between the two surveys.
The statistically significant change was seen in CNA
satisfaction with their ability to make changes in the clinic
schedule or template.

Staff Satisfaction with Organization

The changes in means between the initial and follow-up

77

surveys for the domain staff satisfaction with organization were

significant in only one group. The decreases in the mean

responses for the CNA satisfaction with this domain are shown in

Table 88.

Questions nineteen through twenty-two measured satisfaction

with the facets of organization. Nursing and Administrative

Support Staff changes were not statistically significant in for

any of these questions. The “All Staff”, CNA, and Attended

APHCO groups each showed a significant decrease in the question

measuring staff satisfaction with emphasis that local leadership

places on primary care (Tables 76, 88, and 96). The Provider

increase and the CNA decrease in satisfaction with Army Medical

Department leadership/support were also shown to be significant.
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In addition to these findings, there was also significance found

with the CNA decrease in satisfaction with local leadership.

Staff Satisfaction with Professional Experience

Evaluation of the changes in overall staff satisfaction with
professional experience demonstrated no statistically
significant changes between the surveys in any of the groups.

Questions twenty-three through twenty-eight examined staff
satisfaction with the facets of professional experience. The
six groups evaluated (“All Staff”, Providers, Nursing Staff....)
all showed decreased satisfaction with their scope of practice.
Two of these groups, “All Staff” and “Attended APHCO”, had
changes in satisfaction that were significant (Tables 76 and
96). None of the other facets of professional experience had
significant changes.

Staff Satisfaction with Patient Relationships

The changes seen in the staff’s overall satisfaction with
patient relationships were mixed. While the satisfaction of
“All Staff”, Providers, Nursing Staff, and “Attended APHCO”
increased and a decrease was measured with the CNA’s and
Administrative Support Staff, only the increase seen with the
Nursing Staff proved to be significant (Table 84).

Questions twenty-nine through thirty-one measured the
staff’s satisfaction with the facets of patient relationships.
There was statistically significant change in only one of these

measures and for only one group. Nursing Staff’s increase in
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satisfaction with the contribution they are able to make in the

lives of their patients showed significant change (Table 84).

Staff Satisfaction with Treatment Team Efficiency

Changes in the staff’s overall satisfaction with treatment
team efficiency were significant in two of the groups. The
increase with Provider overall satisfaction (Table 81) in this
area and the decrease with CNA satisfaction were both
statistically significant. The CNA change was significant at
the level of p =.005 (Table 89).

Questions thirty-two through thirty-six comprised the facets
of treatment team efficiency. The decreases found in “All
Staff”, CNA, and “Attended APHCO” groups were all significant
for the facet measuring satisfaction that patients do not spend
wasted time while accessing or receiving medical care in the
clinic (Tables 77, 89, and 97). The facet of satisfaction with
the efficiency of sick call as it is handled in the clinic
showed significant change with the decreases of the CNA and
“Attended APHCO” groups. The Provider increase in satisfaction
with the way normal clinic appointments are handled was also
significant (Table 81). Additionally, CNA decreases in
satisfaction with normal clinic appointment efficiency and
treatment team efficiency also were significant (Table 89).

Staff Satisfaction with Quality of Medical Care

The differences in the staff’s overall satisfaction with the

gquality of medical care showed significance in only one of the
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groups. CNA’s overall satisfaction with this domain decreased

between the two surveys at a level found to be very significant;
p = .002 (Table 89).

Questions thirty-seven through forty examined the facets of
staff satisfaction with quality of medical care. Providers
showed significant change with their increase in satisfaction
with the amount of time they have to take care of their patients
(Table 81). CNA’s showed significant changes in their
satisfaction with the facets measuring access to data reflecting
the demographics and health status of the enrolled population,
the amount of time they have to take care of their patients, and
the continuity of care that patients receive (Table 89).

Satisfaction with Pay and Opportunities for Advancement

Statistically significant changes in the staff’s overall
satisfaction with pay and opportunities for advancement were
found in only one of the groups. CNA’'s reported a decrease in
satisfaction with this domain that was significant (Table 89).

Questions forty-one through forty-three measured the facets
of satisfaction with pay and opportunities for advancement.
CNA’'s were the only group to report significant changes among
these facets. They showed significant decreases in their
satisfaction with pay and other benefits as well as satisfaction

with opportunities for recognition and advancement.



Patient and Staff Satisfaction 81
Overall Satisfaction

Although four of the groups reported decreases and two
reported increases in overall satisfaction with their current
position in military medicine, none of the changes seen between
the two surveys were statistically significant.

Plan to Separate

Similar to the results of the previous domain, there were no
statistically significant changes between the two surveys when
measuring the staff’s likelihood to separate from the Army or
current position at their next opportunity.

Knowledge of Population Health and Primary Care Optimization

Without exception, all of the groups reported increased
levels of overall knowledge of population health and primary
care optimization. Three out of six groups registered
statistically significant increases in this domain. “All Staff”

(Table 78), Nursing Staff (Table 86), and “Attended APHCO”

(Table 98) reported significant increases. “All Staff”
increases were seen at the significance level of p = .0002 and
“Attended APHCO” at the level of p = .000.

Questions forty-six through fifty-one measured the facets of
population health and primary care optimization knowledge. The
Administrative Support Staff were the only group not to measure
significant change in at least one of these facets. The “All

Staff” reported four out of six significant increases while the
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“Attended APHCO” group reported five out of six statistically

significant increase in their knowledge of these areas.
Spearman’s Rho Correlations

Further exploration of the data was performed on four of the
satisfaction domains: satisfaction with workload, satisfaction
with treatment team, satisfaction with professional experience,
and satisfaction with treatment team efficiency. These domains
were chosen because of the degree of changes seen in these areas
between the two surveys. Also, the APHCO didactic training
focused heavily on providing the clinic staff with information
that would allow them to affect these areas of satisfaction.
Spearman’s Rho Correlation was used to evaluate the strength of
the relationships between satisfaction levels in the selected
domains and the facets of satisfaction outside of their domains
on the survey. The selected domains were also correlated with
the other gquestions pertaining to the APHCO training and the
demographics contained on the survey (Appendix B). Correlations
were performed on the combined surveys for each functional group
with the exception of “Attended APHCO.” Combining the survey
results for each group increased the sample size and, therefore,
the significance of the resulting analysis.

Satisfaction with Workload

Spearman’s Rho was used to evaluate the strength of
relationships between the staff’s overall satisfaction with

workload and the other questions in the survey that were not
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facets of workload satisfaction. Forty out of fifty-five

factors were positively correlated with overall satisfaction
with workload in the “All Staff” group (Tables 99-101). The
greatest positive correlation was seen with staff satisfaction
with the amount of time they have to take care of patients;
guestion 38. Other positive correlations with satisfaction with
workload included questions pertaining to treatment team
satisfaction with CNA and RN support. Efficiency questions
dealing with staff satisfaction with wasted time for patients
and time spent in patient care activities were also positively
correlated to satisfaction with workload.

Two factors were negatively correlated with staff
satisfaction with workload (Table 102). The variable that
differentiated providers from non-providers showed a negative
correlation to this domain. The variable was coded 1 = Provider
and 0 = Non-Provider. This negative correlation showed that
providers were associated with decreased levels of satisfaction
with workload.

Far fewer correlations were found when examining the
Provider surveys. Only five factors were positively correlated
with this group (Table 103). Three of these were facets of
satisfaction with efficiency and included satisfaction with
patients not spending wasted time during appointments, the
amount of time they spend in activities related to patient care,

and satisfaction with the manner in which normal clinic
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appointments are handled. The two other positively correlated

qguestions involved quality of medical care; satisfaction with
amount of time to take care of patients and continuity of care.

An examination of the correlations with satisfaction with
workload for the Nursing Staff surveys reported only one
correlation of significance (Table 104). The question measuring
the staff’s opinion on the usefulness of the APHCO training was
positively correlated. The question was coded on a seven point
scale from 1= strongly disagree to 7= strongly agree. The
correlation would suggest a relationship between increased
positive feelings about the APHCO training and increased
satisfaction with workload for the Nursing Staff.

There were thirty-seven factors that were positively
correlated to workload satisfaction in the CNA group (Tables
105-107) . Three factors involved facets of treatment team
satisfaction. Two of the factors indicating the highest
positive relationship to workload satisfaction included overall
satisfaction and plan to separate. Three negative correlations
were observed with the Spearman’s Rho test on the CNA surveys
(Table 108). One of these variables involved whether the
responses were from survey number one or the follow-up survey.
The negative correlation shows that there was a relationship
between responses from the second survey and decreased

satisfaction with workload among the CNA's.
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Seven factors were found to be positively correlated with

Administrative Support Staff satisfaction with workload (Table
109). The highest relationship was seen with satisfaction with
medical record availability and ability to make changes with the
clinic templates. There were no negative correlations observed.

An evaluation of the correlations with the surveys from
those who attended APHCO training indicated thirteen positive
relationships with workload satisfaction (Table 110). The
highest correlations were seen with satisfaction with patients
appreciating the work done for them and satisfaction with
provider support. Other highly correlated factors included
facets of satisfaction with quality, efficiency, and
professional experience. There were no negative correlations
observed in this group.

Staff Satisfaction with Treatment Team

Correlations performed on the “All Staff” overall
satisfaction with treatment team and the questions outside of
this domain reported positive correlations with forty-one
factors (Tables 111-114). Four of the five highest correlated
variables were the questions from the organization satisfaction
domain. The only negative correlation seen in the “All Staff”
group was with the variable indicating APHCO training attendance
(Table 115). This variable was coded 0 = No and 1 = yes,
therefore there is an indication in this group that those who

attended the APHCO training were less satisfied with the
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treatment team domain. The relationship was significant but not

very strong.

There were thirty-two variables that had a positive
correlation to the treatment team domain in the Provider group
(Tables 116-118). Organizational satisfaction questions were
among the wvariables with the strongest correlations. Provider
responses also indicated a strong relationship between
satisfaction with the treatment team domain and their ability to
make changes in the clinic templates. The correlation with
satisfaction with patient relationships indicated that this
variable was related to Provider satisfaction with treatment
team. There were no negative correlations observed in the
Provider group.

Positive correlations were found in twenty of the wvariables
for the Nursing Staff satisfaction with treatment team domain
(Tables 119 and 120). As with the Providers, Nursing Staff
showed a high correlation with organizational satisfaction
guestions. Other highly correlated gquestions involved the
efficiency questions dealing with satisfaction with the
efficiency of sick call and normal clinic appointments. No
negative correlations were observed with this domain.

Thirty-nine positive correlations were observed between the
CNA treatment team domain and the other variables (Tables 121-
123). High CNA correlations in this domain included questions

relating to organizational satisfaction, quality and efficiency.
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Negative correlations were observed with the variables

identifying which survey the responses were from (1 = initial
survey, 2 = follow-up survey) and the question concerning APHCO
attendance. The combination of these negative relationships
show a relationship between decreased levels of satisfaction
with treatment team and APHCO attendance (Table 124).

Positive correlations with treatment team satisfaction were
seen in seven of the factors measured in the surveys for the
Administrative Support Staff (Table 125). As seen in the other
groups, organizational questions were showed strong
relationships with this domain. Other correlations in this
group included satisfaction with pace of work and the belief
that they are valued for their role on the clinic staff. A
negative correlation was observed with the question measuring
previous population health and clinical optimization instruction
other than APHCO training (Table 126). This would indicate a
relationship between dissatisfaction with treatment team and
previous instruction in these areas.

Spearman’s Rho correlations were performed on the staff that
attended the APHCO training to find relationships between their
satisfaction with the treatment team domain and the other
variables (Table 127-129). Forty-one positive correlations
were observed for this group compared with forty-two for the
staff as a whole. Among the top five correlations seen in these

groups, the “Attended APHCO” group differed only in the
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inclusion of question measuring efficiency and autonomy. There

continued to be strong representation of the organizational
satisfaction questions among the highest correlated variables.
No negative correlations were observed for this group.

Staff Satisfaction with Professional Experience

Forty-three factors measured in the surveys were positively
correlated with the “All Staff” satisfaction with the
professional experience domain (Tables 130-132). The greatest
correlation was found with staff satisfaction with amount of
data provided by leadership to aid in decision-making. The next
four highly correlated variables included all of the questions
measuring the facets of autonomy. There were no negative
correlations observed for this group.

Spearman’s Rho correlations performed on the Provider group
revealed 30 positive correlations to satisfaction with
professional experience (Table 133-135). Organizational
components of satisfaction were prominent in these correlations.
Satisfaction with data provided by leadership showed the
strongest relationship to this domain. All of the facets
measuring satisfaction with patient relationships were included
in the strongest correlations observed in this area indicating a
strong relationship between the professional experience domain
and the patient relationship domain.

Twenty-six positive correlations were observed for this area

with the Nursing Staff (Tables 136 and 137). Again, the highest



Patient and Staff Satisfaction 89
correlation was seen with data provided by the leadership. The

next highest correlations included three out of the four facets
of autonomy satisfaction. The variable measuring frequency of
optimization activities also showed high correlation to
satisfaction with professional experience. This variable
measured the amount of time the respondents spend working on
optimization initiatives/activities and was coded 1 = “No time
at all” through 5 = “Weekly.” This shows a possible
relationship between satisfaction with professional experience
and increased optimization activities among the Nursing Staff
group. There were no negative correlations observed for this
group.

Analysis of the CNA group showed 39 positive correlations
with satisfaction with the professional experience domain
(Tables 138-140). Questions measuring all of the facets with
the autonomy domain comprised four of the top five highest
positive correlations, including the highest correlation
observed for this group. Satisfaction with data provided by the
leadership was the second highest correlation seen with the CNA
group. No negative correlations were seen for this group.

The Administrative Support Staff correlation analysis with
the professional experience domain revealed nineteen
correlations (Tables 141 and 142). The highest correlations

were found with satisfaction with ability to change the way work
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is done in the clinic and with overall treatment team

efficiency. There were no negative correlations observed.

There were thirty-eight positive correlations to
satisfaction with the professional experience domain for the
“Attended APHCO” group (Tables 143-145). This compares with 43
for the staff as a whole. The majority of the highest
correlations were very similar between these two groups. One
difference with the “Attended APHCO” group was the inclusion of
one of the APHCO Knowledge domain questions concerning the staff
being provided with adequate customer satisfaction data. Only
one negative correlation was observed with this group (Table
146) . The variable measuring the employment status of the
respondent was coded 1 = Active Duty, 2 = Civilian GS, and 3 =
Contractor. The negative correlation indicates a relationship
between decreased satisfaction with professional experience with
the staff corresponding to the higher coded variables of
Civilian GS and Contractors.

Staff Satisfaction with Treatment Team Efficiency

Forty-five out of fifty-two possible factors were found to
be positively correlated to staff satisfaction with the
treatment team efficiency domain (Tables 147-150). Satisfaction
with continuity of care, a facet of the quality domain, was the
highest correlated measure. The second, fifth, and sixth
highest correlations were comprised of questions measuring

satisfaction with the organizational domain. The three other
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facets of quality were also among the top six correlations. One

negative correlation was seen, provide versus non-provider,
indicating a relationship between providers and decreased
satisfaction with treatment team efficiency (Table 151).
Twenty-four positive correlations were seen in this area
with the Providers (Tables 152 and 153). Three of the quality
domain facets were found in the five highest correlations:
satisfaction with amount of time to take care of patients,
satisfaction with continuity of care, and satisfaction with
access to data reflecting demographics and health of population.
Satisfaction with pace of work, a workload facet, and
satisfaction with ability to make changes in the clinic
template, an autonomy facet, were among the variables with the
highest correlation to treatment team efficiency in the Provider
group. No negative correlations were observed for this group.
Analysis of the Nursing Staff group revealed twenty-four
positively correlated variables with the efficiency domain
(Tables 154 and 155). Variables measuring satisfaction with the
organizational domain were among the highest correlated
questions; the highest being satisfaction with amount of data
provided by leadership to aid in decision-making. Two questions
from the quality domain were also included in the wvariables with
high correlations: satisfaction with continuity of care and
satisfaction with access to data reflecting health status of

population. While not among the highest correlated variables,
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frequency of optimization activities was again associated with

increased satisfaction in this domain. The Nursing Staff had no
variables with negative correlations in this area.

Thirty-eight variables showed positive correlation to
satisfaction with the efficiency domain among the CNA group
(Tables 156-158). Questions from the organizational, quality,
and efficiency domains had the highest levels of correlation.
Satisfaction with local medical leadership had the highest
correlation to the efficiency domain. Others included
satisfaction with continuity of care and satisfaction with the
way the treatment team works together to support each other.

Two negative correlations were seen in the evaluation of the CNA
group: attendance at APHCO training and initial survey versus
follow-up survey (Table 159).

Evaluation of the Administrative Support Staff group showed
twenty positive correlations with efficiency domain satisfaction
(Tables 160 and 161). As with the Nursing Staff group,
satisfaction with decision-making data provided by the
leadership had the highest correlation to the efficiency domain.
High correlations were also reported with the staff’s
satisfaction with ability to participate in meaningful teaching
activities, overall quality of care provided, and ability to
initiate changes in the way work is done in the clinic. No

negative correlations were observed during this analysis.
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Facets of organizational satisfaction made up the highest

correlations found in the “Attended APHCO” group (Table 162-
164). The three highest correlated variables were from this
domain. This was similar to the analysis of the “All Staff”
group with the addition of the variable measuring satisfaction
with emphasis local leadership places on primary care. Overall,
thirty-eight variables were positively correlated to this
group’s satisfaction with the efficiency domain. The “Attended
APHCO” group also showed high correlations with facets of the
treatment team domain: satisfaction with RN support and the way
the treatment team works together to support each other. There
were no negative correlations observed for this group.

Staff Satisfaction With Current Position in Military
Medicine

Forty-six variables were positively correlated to the “All
Staff” group’s overall satisfaction with their current position
in military medicine (Tables 165-168). The two highest
correlated variables with this domain were facets of the pay and
opportunities for advancement domain: satisfaction with
opportunities for recognition and awards and satisfaction with
prospects for advancement. Facets of the professional
experience domain were also among the highest correlated
variables and included satisfaction with being valued for role
on primary care team, satisfaction with ability to participate

in meaningful teaching activities, and satisfaction with
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training received. The question measuring the respondent’s plan

to separate from current position was also highly correlated to
overall satisfaction with current position. No negative
correlations were found with this group.

The highest correlations seen in the Provider group were
similar to the “All Staff” group (Tables 169-171). Prospects
for advancement and opportunities for recognition and awards
were the two highest ranked correlations. Two efficiency domain
facets were also highly correlated with overall satisfaction
with current position: overall treatment team efficiency and
sick call efficiency. The highest correlations seen with the
Provider group included the measure for agreement with being
aware of the various data sources available to assist with
primary care staff decision-making. Satisfaction with being
valued for their role on the primary care team was also among
the highest correlations found in this group.

Thirty factors were positively correlated with overall
satisfaction with current position among the Nursing Staff group
(Tables 172-174). A facet of the patient relationship domain,
satisfaction with current relationships with patients, was the
highest correlated measure for the Nursing Staff. Three facets
of the professional experience domain were also among the
qguestions with the highest correlations: satisfaction with
training, ability to contribute to overall health of patients,

and ability to participate in meaningful training. Pay and
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advancement domain questions were highly correlated to

satisfaction with current position but did not hold the highest
positions with the Nursing Staff.

Forty-two of the measures from the surveys were positively
correlated with the CNA group’s overall satisfaction with
current position (Tables 175-177). As with the Nursing Staff,
CNA’s showed correlations with the facets of pay and advancement
but these were not among the highest correlations observed. The
workload facet of satisfaction with pace of work was the highest
correlated question. Second was satisfaction with being valued
for role on primary care team. Also included in the highest
correlations observed were satisfactions with local leadership’s
emphasis on primary care, satisfaction with level of leisure
time, satisfaction with scope of practice.

The analysis of the Administrative Support Staff’s
correlations with satisfaction with current position yielded
only eight positive correlations (Table 178). The highest
correlation was seen with plan to separate from current
position. This group also showed correlations with satisfaction
that patients do no spend wasted time while accessing or
receiving care in the clinic, access to customer satisfaction
data, and opportunities for recognition and awards.

Forty positive correlations were seen in the evaluation of
the “Attended APHCO” group’s satisfaction with current position

(Tables 179-181). Satisfaction with prospects for advancement
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showed the highest correlation within this group. Opportunities

for recognition and awards also showed positive correlation to
satisfaction with current position for this group. Two facets
of the autonomy domain were also among the highest correlations
observed: satisfaction with ability to change clinic templates
and utilization of scope of practice.

Plan to Separate from Current Position

Forty-three variables from the survey were positively
correlated with the “All Staff” assessment of their likelihood
to separate from current position at the next opportunity
(Tables 182-185). This question was coded from 1 = definitely
separate through 7 = Definitely Not. The higher the coded
response, the less likely the respondent planned to separate
from current position. The highest rated factor was overall
satisfaction with current position. The other variables with
the highest correlations seen in this group included facets of
professional experience and autonomy. The three highest
correlated questions from the professional experience domain
included satisfaction with ability to participate in meaningful
training activities, value of role on the primary care team and
satisfaction with training received. Highest correlated
autonomy facets included satisfaction with ability to provide
care according to best judgment and with role on primary care

team. Negative correlations were found with the wvariable
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identifying the respondent as a provider versus non-provider

(Table 186) .

Five variables were found to be positively correlated
with the Provider group and the question measuring their
likelihood to separate from current position (Table 187).
Overall satisfaction with current position was showed the
greatest correlation. All of the facets measuring Provider
satisfaction with the pay and benefits were included in these
positive correlations. Additionally, agreement with being
provided with adequate customer satisfaction data was positively
correlated with likelihood to separate. Negative correlation
was found with the variable measuring previous instruction in
population health and clinical optimization (Table 188).

Nursing Staff evaluation with Spearman’s Rho tests provided
for five positive correlations to the respondents plans to
separate (Table 189). Highest correlations were found with the
measure of how much of the APHCO training did the respondent
attend. This variable was coded from 1 = one day through 5 = 5
days. Satisfaction with CNA support, a facet of the treatment
team domain, and the professional experience facets of
satisfaction with ability to participate in meaningful teaching
activities and training received were also positively
correlated. Satisfaction with the amount of time spent in
activities related to patient care also showed positive

correlation to the plan to separate.
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Thirty-eight variables were positively correlated with the

CNA group’s likelihood to separate from current position (Tables
190-192). The highest correlation was seen with the question
measuring satisfaction with the CNA’s feeling valued for their
role on the primary care team. Facets of satisfaction with the
workload, autonomy, and patient relationship domains rounded out
the highest positive correlations found with the CNA group. A
negative correlation was seen with the question measuring APHCO
training attendance (Table 193).

Fourteen positive correlations were seen with the
Administrative Support Staff’s plan to separate (Table 194).

The highest correlation was seen with days of APHCO training
attended. This was followed by overall satisfaction with
current position. Other positive correlations were found with
guestions measuring satisfaction with the pay and benefits,
APHCO knowledge, autonomy, efficiency, and professional
experience domains.

The analysis of the staff that attended the APHCO training
revealed positive correlations in this area with twenty-one of
the variables measured (Table 196). Highest correlation was
seen with the facet of the professional experience domain
measuring satisfaction with feeling valued for their role on the
primary care team. The next three highest correlated variables
were facets of the autonomy domain: satisfaction with role on

primary care team utilizing scope of practice, ability to
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provide care according to best judgment, and ability to make

changes in clinic template to improve efficiency.

Descriptive Statistics: Patient Satisfaction

The patient satisfaction survey was administered at the
Moore Clinic in November 2002 and repeated in April 2003. Data
from the surveys was placed into SPSS 11.0 by the researcher. A
total of 593 surveys were completed; 291 for the first survey
and 302 for the follow-up survey. Approximately equal
percentages of active duty military and active duty family
members completed surveys during each administration (Tables 196
and 197). The number of retirees and their family members
completing surveys was comparatively small but was relative to
the actual enrolled population of this population at the Moore
Clinic.

Question two on the survey asked the patients to select the
best description for their visit from the following choices:
Sick Call (Active Duty Only), Same Day Appointment, Routine
Scheduled Appointment, or Walk-in. The results for this
question are summarized in Tables 199 and 200. The majority of
responses indicated patients were using sick call and same day
appointments. Only 13.4 percent of the appointments from the
initial survey and 13.25 percent of the follow-up survey were

for routine appointments.
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Question three measured patients familiarity with the

clinic’s “self-care” program by asking them if they would have
waited to see a provider if they could have walked into the
pharmacy and signed out some over the counter medicine. The
descriptive results for both surveys are summarized in Tables
201 and 202. Almost fifty percent of the respondents in the
initial survey answered “no” to this question; indicating that
they might have been candidates for the “self-care” program and
subsequently could have made these appointments available to
other patients. The responses were almost equal between active
duty and family members. Patients in the follow-up survey
reported a 35.4 percent “no” response rate to this question and
again, the percentages were almost equal between active duty and
family members.

Questions four, five and six measured patient awareness of
the Primary Care Manager By Name (PCMBN) initiative. Results
for these gquestions are summarized in Tables 203-208. Although
only persons answering “yes” on the first of these questions
were asked to answer the next two gquestions, the total number of
patients in each survey was used as the denominator for each
analysis so that the results would reflect the percentages of
the surveyed group for each gquestion. Retirees and family
members demonstrated the highest number of positive responses to
the question asking if respondents were familiar with the term

Primary Care Manager. Active Duty ranked consistently low in
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this category reporting just 58 percent and 57 percent

familiarity with the term in the two surveys. Overall
familiarity with the term Primary Care Manager decreased
slightly between the two surveys.

Those respondents familiar with the term Primary Care
Manager were asked if they were aware of whom their primary care
manager was at the Moore Clinic. Family members, again, had the
greatest number of positive responses to this question and
active duty the lowest. For the initial survey, only 25 percent
of the active duty patients knew their Primary Care Manager,
compared with 72 percent of family members. While the
percentage of active duty positive responses increased on the
follow-up survey, the percentage of the total surveyed patients
declined.

The ultimate goal of the PCMBN initiative is to actually see
your PCM when you seek medical care. Question six asked the
patients if they saw their PCM for their appointment that day.
In the first survey, only 7.35 percent of active duty soldiers
reported that they saw their PCM, compared with 30 percent of
family members and 66 percent of retirees. Results for the
follow-up survey indicated a small increase in the active duty
that reported to have seen their PCM and a comparatively larger
decrease with family members and retiree. Overall, there was a
slight decrease between the two surveys for the total percentage

of surveyed patients who saw their PCM.
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Descriptive statistics for the patient satisfaction

guestions are reported in Tables 209 through 214. Questions 7a
through 7d measured patient satisfaction with quality of medical
care. The initial survey showed that the population was
satisfied with all of these facets. Family members were more
satisfied than active duty. Analysis of the descriptive
statistics for the follow-up survey indicated an increase in
satisfaction levels for each of these four questions in the “All
Patients” group. Active duty showed the largest increases for
these facets of satisfaction with quality of care. The largest
increase for active duties was seen in gquestion 7a: thoroughness
of treatment. Family members satisfaction showed a decrease for
this area.

Per question 8 on the initial survey, the population as a
whole indicated that they would recommend their provider to
family and friends. Family members indicated the highest
satisfaction in this area. The follow-up survey showed a
decreased average for family members on this question while the
active duty showed an almost equal shift in the positive
direction.

Question 9 was designed to measure whether the clinic was
meeting the access standards for appointments. The descriptive
statistics for this question indicate that the target of 4-7
days was being met for each group in both surveys. The mean for

the family members decreased in the follow-up survey, indicating



Patient and Staff Satisfaction 103
better access for this group. Active duty members showed a

small increase for this metric on the second survey.

When asked to rate the number of minutes spent waiting to
see the provider, there were clear differences. The total
population and family members were satisfied while the active
duty group indicated a level of dissatisfaction. The follow-up
survey indicated increases in satisfaction for each group. The
mean for the active duty on the follow-up survey raised them
into the acceptable “good” range for question 10.

Questions 1lla and 11lb measured general satisfaction with
access to medical care and specialty care. While the total
patient responses indicate satisfaction with these measures,
there were differences among the groups. Family members were
satisfied with these areas but active duty indicated that they
were not. The active duty mean was less than the 3.0 target
indication of a “good” response. However, in both questions,
the mean was less than two standard errors from the 3.0 target.
Although all groups had indicated increased levels of
satisfaction with questions 1la and 11b on the follow-up survey,
the largest increase was seen in the active duty members. For
both guestions, they were now greater than two standard errors
above the 3.0 target.

Satisfaction with the time taken for clinic personnel to
return calls for information or advice was measured in question

12. For this measure, family members were satisfied while the
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mean for the active duty indicated that they were not. Again,

the mean of the active duty members was less than the target of
“good” but it was less than two standard errors from this
target. The follow-up survey indicated no change with family
members and an increase with active duty members. Satisfaction
levels were constant across all groups for the follow-up survey.

Question 13 measured overall patient satisfaction with the
Moore Clinic. On the initial survey, patients reported to be
satisfied. Family members were more satisfied than active duty.
The follow-up survey indicated an increase in the mean level of
satisfaction. Active duty members had the largest increase but
were still less satisfied than the family members.
Inferential Statistics: Patient Satisfaction

There were a number of changes observed between the initial
and follow-up patient satisfaction survey. To determine if the
significance of those changes, the Mann-Whitney U statistic was
performed on questions four through thirteen. This test is
appropriate for data that is not normally distributed and
ordinal. Analysis will only be performed on the following
groupings of survey respondents for the initial and follow-up
surveys: all patients (includes all respondents to each survey),
active duty and active duty family members. The sample size for
retirees and their family members was extremely small.

Evaluation of the PCMBN initiative was performed with

gquestions four through six (Tables 215-217). Question four
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asked if the patients were familiar with the term Primary Care

Manager. Between the two surveys, there was a decrease in the
percentage of patients that indicated they were familiar with
this term. Similarly, active duty and their family member
responses to this question also indicated a decrease. However,
Mann-Whitney U tests performed on each of the groups’ responses
indicated that there was no statistical significance with these
changes.

Question five and six measured whether the patients could
identify their PCM at the Moore Clinic and, if so, did they see
their PCM for this appointment. Patients, as a whole, showed an
increase with question five and a decrease with question six.
Both of these changes were not significant. While family
members reported higher positive responses and active duty lower
positive responses to these two questions, only one of these
changes proved to be significant. The decrease in active duty
respondents reporting that they saw their PCM was statistically
significant.

Questions 7 through 13 measured the levels of the various
facets of patient satisfaction. The significance of changes
observed between the initial and follow-up survey are reported
in Tables 218-220. Satisfaction for the entire patient survey
population improved for every facet except for the gquestion
regarding number of days between appointment being made and

actual appointment. However, the decrease seen with this
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measure was not statistically significant. The changes in

satisfaction were statistically significant in all but one of
facets showing increased satisfaction. The change concerning
recommending provider to friends and family was not significant.

Family member satisfaction improved or stayed the same in
all measures except for the one regarding recommending provider
to others. ©None of the changes seen with the family members
were significant. The active duty patients indicated increases
in satisfaction in all but one of the areas surveyed. In
contrast to the family members, all but one of the increases in
satisfaction seen in the active duty population were
significant. One of the largest significant increases was with
the active duty overall satisfaction with the Moore clinic. The
decrease in access measured in question 9 was also significant.
The only measured improvement in satisfaction not found to be
significant was with the question assessing likelihood that
patients would recommend the provider to others.

Discussion

Staff Satisfaction

As evidenced in the staff satisfaction surveys, the APHCO
training was well received by the staff at the Moore Clinic.
The majority of the staff completing the follow-up survey had
attended at least part of the training. The training was
intended to provoke thought and action among the leadership and

staff in the clinic. Extensive efforts were made during the
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training to build on the concept of the primary care teams.

Exercises throughout the week challenged the staff to breakout
of their traditional roles and concerns and approach challenges
as a team. The staff appeared willing and excited at the
prospect of changing the way work is done in the clinic.

Prior to the APHCO training, the staff verbalized that they
were never given the opportunity to meet as teams. There were
many basic issues and concerns that were identified and
addressed for the first time during the training week. There
was a sense among the staff that providing time for the teams to
meet was not a priority for the clinic leadership. All of the
primary care teams developed action plans that attempted to
incorporate the training lessons into the clinical processes at
the clinic. Success of the action plans was contingent on a
large part with the teams continuing to be given time to work on
the initiatives and continue the process begun at the training.

There was however, an undercurrent of skepticism among the
staff that they would be permitted time to follow-through on
these initiatives. There seemed to be a tremendous amount of
tension between the military leadership and the civilian
providers. The contract and GS personnel felt that their
opinions did not matter to the leadership. When evaluating the
usefulness and appropriateness of the training, responses such
as “Management is the problem. Management won’t change...” and

“Under the current leadership (DACH), all of these things will
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continue to be only great ‘ideas’...we will never be given the

opportunity to implement any of these changes...” (Appendix G).
Staff survey narrative comments included a comment from a
provider who made the statement “Since civilian providers do 90%
of patient care, it seems reasonable to have involvement in
decision-making.” There was a feeling among the staff that they
were not being empowered to make the necessary and recommended
changes in the clinic processes.

To some extent, this skepticism might have been proven true.
One only needs to refer to the crosstab results from question
“d” which measured the optimization activity level among the
team members following the training. Sixty-three percent of the
staff reported that they were spending “no time at all” on
optimization activities. This being said, is it possible to
attribute any of the increases or decreases in satisfaction to
the APHCO initiative?

There was evidence of activity with some of the key leaders
in the clinic continuing work on the action plans. During the
APHCO follow-up visit in April 2003, the clinic was able to
demonstrate ongoing optimization activities to include
implementing changes in the templates, improving sick call
efficiency, and re-allocating workload within the teams to
improve provider efficiency. What might have happened were the
teams allowed/encouraged to continue meeting on a regular basis?

Within their functional groups, some benefit might have been
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realized from the training. Were some of the significant

decreases in satisfaction a result of elevated expectations that
were not met following the APHCO training?

It is important to note that the November 2002 APHCO
training coincided with rising international tensions with Iraqg.
The staff at the Moore Clinic was tasked throughout the
following months to support mobilization and preparations for
overseas movement for Fort Hood soldiers. These activities
occupied a great deal of the clinic leadership’s time and
efforts. Several providers were actually pulled from clinic
duty when they were assigned to their military units to deploy.
By the time the follow-up survey was administered, the Moore
Clinic was on its third Officer in Charge since the APHCO
training and its second Head Nurse. This factor might have had
some effect on follow-through with some of the APHCO initiatives
and staff satisfaction.

As observed in the analysis of the staff satisfaction survey
results, changes in satisfaction were not constant among the
different functional groups of the clinic staff. While the
APHCO training attempted to unify the efforts of the staff as
primary care teams, the training and events since the training
seemed to have impacted differently on each of the groups. The
discussion that follows addresses each of the groups and the
changes seen in their satisfaction as measured in the two

surveys.
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When evaluating changes in satisfaction among the ten

domains of staff satisfaction, overall satisfaction, and plans
to separate, the researcher evaluated change using statistical
significant change as the standard. This could possibly result
in Type II errors of accepting that there were no changes in
areas when there was, in fact, change. Other changes might be
construed as insignificant noise. There were consistent trends
in the survey results indicating that some of this noise,
although lacking statistical significance, could be important to
the analysis.

Provider Satisfaction

Provider satisfaction demonstrated the most improvement
among all of the groups examined. On the initial survey,
providers ranked their satisfaction lowest on seven out of the
ten satisfaction domains. They also had the lowest overall
satisfaction level and were most likely to separate. Although
they had significant changes in only three satisfaction facets
and one domain of satisfaction, each of these significant
changes indicated an increase in satisfaction. The majority of
the non-statistically significant changes seen for Providers
also indicated increased satisfaction.

The largest increase seen with the Provider group was with
satisfaction with efficiency of how normal clinic appointments
are handled in the clinic. During the APHCO training, one of

the biggest complaints identified by the providers was that of
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late patients and their effect on the efficiency of the clinic

schedule. This was supported by the frequency of comments
relating to this issue on the survey. Patients not only
consistently failed to report fifteen minutes prior to
appointment as directed, but also reported past the start of
their appointment. This often resulted in scheduling
difficulties as the staff attempted to administratively process
and triage the late patient and the providers tried to fit these
patients into an already full schedule. One of the action plans
from the APHCO training involved a change in procedure that
built the “arrive 15 minutes early” instruction into the
appointment template. Patients were given an appointment start
time that had the fifteen minutes automatically included. This
resulted in a reported decrease in schedule disruption resulting
from late patients.

Providers also reported increased satisfaction with the
quality of the amount of time they had to spend with patients.
One of the APHCO initiatives involved examining the roles and
responsibilities of the primary care team members to eliminate
administrative tasks from the providers where possible. By
allowing some of the other team members to take on appropriate
administrative tasks, in many cases Providers were now able to
spend more time with patients. Providers were the only group to
demonstrate a significant increase in satisfaction with

treatment team efficiency.
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Although not statistically significant, the largest decrease

observed in a satisfaction domain with Providers involved
facility satisfaction. This is interesting because the Moore
Clinic is a fairly new facility. Each provider at the Moore
Clinic has two exam rooms with one of them doubling as an
office. The APHCO training included instruction on facility
space management. It was explained that the optimum number of
exam rooms per provider is two. This assumes that the exam
rooms are used full-time for patent care. It is hard to ensure
optimal throughput of patients when an exam room is used as a
part-time office. Providers were informed that using one of the
exam rooms as an office actually results in a sub optimal amount
of exam rooms assigned per provider. This could explain some of
the decrease in satisfaction with this domain.

On the follow-up survey, Providers were no longer lowest in
overall satisfaction with current position and plans to
separate. Providers indicated that except for prospects for
advancement and opportunities for recognition and awards,
satisfaction with treatment team efficiency was most related to
overall satisfaction with current position. Optimization could
certainly play a role in this facet of satisfaction for the
providers.

Nursing Staff Satisfaction

Nursing Staff was the most satisfied with their current

position and second least likely to separate from current
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position in both surveys. The Spearman’s Rho correlations to

Nursing Staff overall satisfaction showed the strongest
correlations with current relationships with patents and
satisfaction with training. When compared to the other staff
groups, Nursing Staff had the lowest satisfaction with the
facility domain on both surveys even though they were the only
group to indicate an increase in this area, although
statistically insignificant.

The only significant changes seen with this group involved
patient relationships. Nursing Staff indicated an increase in
satisfaction with the facet concerning contribution made to the
lives of their patients. They also showed a significant
increase in the patient relationship domain. Nursing Staff was
the only group to show a significant change in this area.
Although not statistically significant, the largest decreases in
satisfaction in this group were with scope of practice and
ability to participate in meaningful teaching activities. The
largest increases that were not significant concerned
satisfaction with pay and opportunities for awards and
recognition.

CNA Satisfaction

The CNA group showed the greatest overall decrease in
satisfaction. On the initial survey, CNA satisfaction was
highest in all but one of the satisfaction domains (facility).

They were least likely to separate from current position and had
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the second highest overall satisfaction with current position.

CNA’s had the greatest number of statistically significant
changes and all of these changes were decreases in satisfaction.
CNA’'s showed statistically significant decreases in satisfaction
in six out of the ten domains: workload, treatment team,
organization, efficiency, quality, and pay and benefits.
Decreases were seen in the other domains although these did not
prove to be significant. CNA satisfaction decreased in every
facet of every domain of satisfaction. Eighteen of these
decreases were statistically significant. Clearly there was
palpable decrease in staff satisfaction for this group.

A massive number of CNA’s were hired just prior to the
initial survey in order to provide adequate support staff to the
providers. Because nurses were in short supply in the area, it
was thought that hiring a greater number of CNA’s would meet the
support needs of the provider staff. The educational
backgrounds of the CNA’s ranged from former army medics to staff
with as little as a month’s formal medical training. At the
time of the first survey, most were new to the clinic and
probably not able to adequately evaluate their position in the
clinic staff.

Their largest decreases in satisfaction were observed with
the domains of pay and benefits, workload, and efficiency. The
change in workload satisfaction can be attributed to the

increasing amount of paperwork completion required of the CNA’s.
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After the APHCO training, the attempt to free the providers from

the paperwork resulted in a shift of this workload to the CNA’s.
Multiple forms that used to be completed by the nurses and
providers have now been delegated to the CNA’s. There is a
perception among this group of being “dumped on” as a result of
these changes in responsibility.

The decrease in satisfaction with efficiency, treatment
team, organization, and quality might be a result of the
increased expectations resulting from the training. During the
APHCO training, the primary care teams were actually functioning
as teams. All members were included in decision-making and
problem solving. Everybody’s input was incorporated into the
action plans and everyone was made to feel like an important
part of the team. The team concept was apparently lost
following the training. Staff reverted back to their own
positional concerns and functions. The only sense of team came
from the geography of where you worked in the clinic. From the
comments from one CNA, “What happened after the chalk was erased
from the boards at our optimization training? Answer: Everyone
left, relocated or got deployed.” Another commented, “Lots of
good ideas, concerns...Not enough effort being put forward by
key players” (Appendix E). CNA’'s satisfaction seems to have

been especially affected by this perception.
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Administrative Support Staff Satisfaction

The Administrative Support Staff was lowest for satisfaction
with the professional experience and pay/benefits domain for the
initial survey. For the follow-up survey, they showed the least
amount of statistically significant change. There was no
significant change for any of the satisfaction domains with this
group. However, for the follow-up survey, the Administrative
Support Staff ranked lowest in satisfaction with workload and
pay/benefits. They also had the highest satisfaction with
treatment team and efficiency for the second survey. The only
significant change for this group was seen in the facet
measuring satisfaction with medical record availability. It was
noted by more than one staff member that medical record
availability had become a problem in the clinic. CNA’s and
Nursing Staff also reported decreases in satisfaction with this
facet.

The Administrative Support Staff had their largest increases
in the professional experience and treatment team domains
although neither of these was significant. APHCO training on
roles and responsibilities highlighted the importance of these
staff members to the mission of the primary care teams. Largest
decreases for this group were with pay/benefits and efficiency.
The facets that showed the highest correlations to overall
satisfaction for this group were prospects for advancement,

ability to change clinic templates, and recognition and awards.
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Patient Satisfaction

The APHCO training contained didactic and team exercises
that attempted to raise the consciousness of the primary care
teams on customer satisfaction. Every clinic process was
analyzed as to how it affected patients and many of the clinic
action plans contained initiatives aimed at improving patient
satisfaction. The questions in the patient satisfaction survey
appropriately measured the key components of this training.

Access to care is an important component of patient
satisfaction and it was hard to ignore the access issues
presented in the survey data. Question 2 showed that the
preponderance of appointments were for sick call and same day
appointments. This can be explained by two factors. Active
duty soldiers’ primary access into the clinic is through the
sick call process. It is difficult or impossible for active
duty soldiers to secure scheduled routine appointments for their
medical needs. Additionally, during the time both surveys were
administered, the Moore Clinic had a shortage of available
routine appointments for family members, therefore, their only
access to health services was same day or walk-in appointments.

This is not necessarily a bad thing. Accessing the system
on the same day your medical need presents would seem ideal.
Active duty soldiers are able to walk-in for their medical needs
and, in theory, family members have the same access with same

day appointments. There are problems associated with the
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reality of this system. During the initial survey, active duty

patients arrived for sick call at 6:30 a.m., took a number, and
waited to be screened to determine if they would see a provider
that morning or be referred to another appointment later in the
day or week. The average time waiting to be screened was 48
minutes. This system was not popular with patients or staff.
Many soldiers commented on their surveys that it would be
desirable if they were able to call for scheduled appointments.
Following the APHCO training, there were some improvements made
in the sick call process. Screening time was decreased, more
providers were on hand to evaluate and treat the soldiers, and
soldiers were pleased with the improvements, although not
totally satisfied.

Continuity is also a problem with this system. According to
the survey results, there is no active use of the PCMBN program
with the active duty soldiers. Of the soldiers who know who
their PCM is, very few see the PCM for appointments. Soldiers
are usually seen by the next available provider. One soldier
commented on his survey, “Every time I have had an appointment,
a different person looks at me” (Appendix F). This creates a
clear continuity problem and potentially a quality problem.
This problem is not unique to the Moore Clinic. The average
percentage of patients seeing their PCM for appointments is only

25 percent throughout the Army (Figure 2). It is quite possible
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that the percentage of active duty members is even lower for

this measure.

Family members were seen predominantly for same day
appointments. Again, the first impression for this pattern of
appointments does not present a problem. What could be bad
about being seen on the same day as you call for an appointment?
The reality is that there are a limited number of same day
appointments available each day. Not everyone who desires to be
seen i1s able to secure one of these appointments. Although the
statistics from the survey show patients’ reported wait times
between making appointments and being seen are low, these
numbers report only the patients who were able to secure one of
these appointments and do not indicate how many days it took for
these patients to get this “same day appointment.” Recognizing
this problem, the Moore Clinic has hired telephone triage nurses
to call patients unable to secure requested same day
appointments and attempt to identify those truly in need of same
day care.

Continuity with PCM’s is also an issue with family members
between the two surveys. While the family member’s report
seeing their PCM at a higher percentage than active duty
soldiers, the number is still low. At 30 percent, it is
slightly higher than the Army average for this metric but for
many family members, this is an issue. Two comments from the

survey indicated a concern from family members: “I have not been
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able to get an appointment with my child’s primary care

provider, for the last 6 visits” and “I don’t understand why
they give you a primary care giver. You hardly ever get to see
that person” (Appendix F). The statistics for those seeing
their PCM were not precise in that some of the patients might
have seen their PCM and not have known it.

Family members satisfaction indicated that they were
satisfied on the initial survey and continued to be satisfied
with the services and access at the Moore Clinic on the second
survey. There were some minor changes in some of the facets but
no significant changes between the two surveys. Active duty
satisfaction appears to have been the most affected between the
two surveys. The changes in sick call procedures, while not
meeting all of the needs of the soldiers, seems to have resulted
in increased satisfaction with their access to care. This facet
showed the largest increase between the initial and follow-up
surveys. Active duty overall satisfaction with the Moore Clinic
also showed a significant increase and this change could
certainly have been related to the APHCO training and
optimization initiatives. Despite the increases in satisfaction
observed with the active duty population, they continued to be
less satisfied when compared with the family members. This
finding has been shown to be true in other research as well

(Patrick, 1995).
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Conclusion and Recommendations

There were changes observed in both patient and staff
satisfaction after the APHCO training was conducted in November
2002. The intent of the training was to provide a framework for
optimization and business process reengineering for the primary
care teams that would continue long after the training
concluded. Because of increased operational tempo following the
training and subsequent affects on leadership availability for
support/encouragement of the primary care teams and optimization
activities, the teams apparently ceased to function in the
intended manner and there was limited ongoing optimization
activity. Continued work on the optimization initiatives was
limited to a select number of individuals in the clinic. This
might have resulted in a lesser impact of the training on
patient and staff satisfaction observed between the two survey
times.

The staff satisfaction survey changes varied by functional
working groups. There were more significant decreases in staff
satisfaction than increases. CNA’s reported the most significant
change but they were also the newest group in the clinic and
most apt to report changes from their initial surveys. The
failure to follow-through on the work begun during the training
on building functional primary care teams might have been
related to some of the decreased staff satisfaction levels

identified in the survey analysis. Certainly, the training and
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new skill sets provided to the staff had some impact but it is

difficult to isolate the impact of the training alone on staff
satisfaction.

There were several trends observed in the analyses of the
different correlations with the staff satisfaction domains.
Across all of the primary care team functional groups,
satisfaction was often related to the organizational facets
involving command support and data provided to staff. The Moore
Clinic is one of the largest health clinics in the Department of
Defense. It has been without a full-time administrative officer
until very recently and the clinic leadership has been in
transition and occupied with soldier readiness issues for the
last several months. Staff survey responses and narrative
comments demonstrate a desire among the mostly civilian staff to
have a more effective and active relationship with the clinic’s
military leadership. Successful implementation of the primary
care team concept and leadership support and empowerment of the
primary care teams’ optimization activities would have a
positive effect on staff satisfaction and clinic operations.

Overall patient satisfaction increased following the APHCO
training. Active duty soldiers had the largest amount of
statistically significant increases. Identifying the strength
of the relationship of the APHCO training with these changes is
as problematic with patient satisfaction as it is with staff

satisfaction.Further studies are indicated to accurately measure
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the strength of the relationship between the APCHO training and

changes in staff and patient satisfaction. This could be done
by measuring changes simultaneously in clinics with and without
the APHCO training and optimization initiatives.

The patient satisfaction survey provided some interesting
findings that would indicate further study or intervention. The
continued problems with PCMBN are not unique to the Moore
Clinic. Meeting this challenge will require a more concerted
effort to reform the appointing system so that it places PCMBN
as a priority. PCMBN affects both patient and staff
satisfaction. Continuity will be difficult to provide as long
as appointments are in short supply and patients feel obliged to
take advantage of whatever access they can get.

The relatively high number of patients who indicated that
they would utilize a self-care program would indicate an area
for further action. A reassessment of the current packaging and
marketing of the existing self-care program for soldiers and
family members might enable the clinic to reallocate a
substantial number of appointments and increase access.

It is also recommended that any future study of access not
limit itself to patients being seen in the clinic. These
patients have, at a minimum, succeeded in getting access to the
system. Surveying patients at alternate locations (day care,
gym, post exchange) would allow the research to include patients

who are not able to access patient appointments and would add to
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the value of the study. Also, the tool should be refined to not

only measure the amount of time between the appointment being
made and the appointment, but also the amount of time it took to
get an appointment.

The changes in patient and staff satisfaction at the Moore
Clinic following the APHCO training were significant. The
changes were seen despite and/or because of challenges to the
leadership and staff in fully implementing the recommended
changes identified during the training. It can be surmised that
with greater success in promoting fully functioning primary care
teams and staff involvement in the optimization initiatives,

even greater and more positive changes might have been observed.

References



Patient and Staff Satisfaction 125

AFMS (1999). The AFMS population-based Health (PBH) plan. : Air
Force Medical Service.

AFMS. (2002). Healthcare Integrator Course. Retrieved October
28, 02, from http://www.afms.mil/hci/

Anderson, M. E., & Hosek, S. D. (1999). Introducing managed care
in the military health system (Rand RB-4526). Santa Monica,
Calif: RAND Health.

Barton, P. L. (1999). Understanding the U.S. health services
system. Chicago: Health Administration Press.

Buchbinder, S. B., et al. (1999). Estimates of costs of primary
care physician turnover. The American Journal of Managed
Care, 5, 1431-38.

Buerhaus, P. I., & Auerbach, D. (2000). Implications of an aging
RN workforce. Journal of the American Medical Association,
283, 2948-2954.

Byers, V. L. (1999). Provider satisfaction in Army primary care
clinics. Military Medicine, 164(2), 132-35.

Choong, P. (2000). Ensuring patient satisfaction in medical
groups. Medical Group Management Journal, 47(2), 34-40.

Consumer Reports (2003, January). How safe is your hospital?
Consumer Reports, 68, 1.

Cooper, D. R., & Schindler, P. S. (2001). Business Research
Methods (7th ed.). McGraw-Hill Irwin: Boston.

Department of Defense (February 1999). MHS Optimization Plan:
Office of the Secretary of Defense (Health Affairs).

DoD TRICARE Management Activity (2001). Population health
improvement plan and guide (). Washington, D.C.: TRICARE

Management Activity.



Patient and Staff Satisfaction 126

Fitzpatrick, R. (1991). Surveys of patient satisfaction: I-
Important general considerations. British Medical Journal,
302, 887-889.

Fletcher, C. E. (2001). Hospital RNs' job satisfactions and
dissatisfactions. Journal of Nursing Administration, 31,
324-331.

Forster, H. P., Schwartz, J., & DeRenzo, E. (2002). Reducing
legal risk by practicing patient-centered medicine.
Archives of Internal Medicine, 162, 1217-19.

Fried, B. J., & Johnson, J. A. (2002). Human resources 1in
healthcare: managing for success. Washington, D.C.: AUPHA
Press.

Ginter, P. M., Swayne, L. M., & Duncan, w. J. (1999).
Organization-wide strategies. In (Ed.), Strategic
management of healthcare organizations (3rd ed., pp. 367-
89) . Malden, Massachusetts: Blackwell Publishers.

Gordon, D. (1999). Redefining processes to create a more humane
patient environment. Health Care Strategic Management,
17(3), 1l4-16.

Hickson, G. B., Federspiel, C. F., Pichert, J. W., Miller, C.
S., Gauld-Jaeger, J., & Bost, P. (2002). Patient complaints
and malpractice risk. Journal of the American Medical
Association, 28, 2951-57.

Hiidenhovi, H., Nojonen, K., & Laippala, P. (2002). Measurement
of outpatients' views of service quality in a Finnish
university hospital. Journal of Advanced Nursing, 38(1),

59-67.



Patient and Staff Satisfaction 127

Ho, S. J., Chan, L., & Kidwell, R. E. (1999). The implementation
of business process reengineering in American and Canadian
hospitals. Health Care Management Review, 24(2), 10-31.

Jaklevic, M. C. (1996). Providers seek to survey satisfaction.
Modern Healthcare, 26(32), 112-114.

Johnson, G. P. (2001). Changes in patient satisfaction, staff
satisfaction, and efficiency following the implementation
of the Air Force primary care optimization program.
Unpublished graduate management project, U.S. Army-Baylor
University Graduate Program in Health Care Administration.

Kaplan, S., Greenfield, S., & Ware, J. E. (1989). Assessing the
effects of physician-patient interactions on the outcomes
of chronic disease. Medical Care, 27, 110-127.

Kongstvedt, P. R. (2001). Essentials of managed health care (4th
ed.). Gaithersburg, Maryland: Aspen Publishers, Inc..

Kravitz, R., Thomas, N., Sloss, E., & Hosek, S. (1993).
Satisfaction and dissatisfaction in institutional practice:
results from a survey of U.S. military physicians. Military
Medicine, 158, 41-50.

Larkin, H. D. (1998). Cutting costs-but not patient
satisfaction. Medical Economics, 75(24), 108-113.

Linn, LS, Yager, J., & Cope, D., et al. (1985). Health status,
job satisfaction, job stress, and lofe satisfaction among
academic and clinical faculty. Journal of the American
Medical Association, 254, 2775-2782.

McNeese-Smith, D. K. (2001). Staff Nurse views of their
productivity and nonproductivity. Health Care Management

Review, 26(2), 7-19.



Patient and Staff Satisfaction 128

Medina, C., Goldszer, R., & Krupinski, J. A. (2001). Assessing
patient satisfaction on a general medicine service: utility
of and on-site survey. Journal of Clinical Outcomes
Management, 8(7), 21-25.

Mertz, M. G. (1999). What does Walt Disney know about patient
satisfaction? Family Practice Management, , . Retrieved
October 1, 2002, from American Academy of Family Physicians
Web Site: http://www.aafp.org/fpm/991100£fm/33.html

Mesirow, K. M., Klopp, A., & Olson, L. L. (1998). Improving
Certified Nurse Aid retention; A long-term care management
challange. Journal of Nursing Administration, 28(3), 56-61.

MGH Hotline. (1998, November 6). Results of statewide patient
satisfaction survey to be released Nov 13. Retrieved
October 4, 2002, from Massachusetts General Hospital Web
Site:
http://www.mgh.harvard.edu/DEPTS/pubaffairs/Issues/Nov%206%
20survey.htm

Naval School of Health Sciences. (2002). Clinic Management
Course. Retrieved October 28, 02, from
http://nshs.med.navy.mil/ClinMgmt/

O'Rourke, K. 0., Allgood, C., VanDerslice, J., & Hardy, M. A.
(2000) . Job satisfaction among nursing staff in a military
health care facility. Military Medicine, 165, 757-761.

Patrick, M. B. (1995). An assessment of patient satisfaction.
Unpublished doctoral dissertation, U.S. Army-Baylor

University Graduate Program in Healthcare Administration.



Patient and Staff Satisfaction 129

Peck, R. L. (1995). New concepts in staff recruitment and
retention. Nursing Homes Long Term Care Management, 44 (5),
8-12.

Roth, T. A., Schoolcraft, M., & (1998) . Patient satisfaction:
the survey says... Nursing Case Management, 3(5), 18-191.

Sage, W. M. (2002). Putting the patient in patient safety:
linking patient complaints and malpractice risk. Journal of
the American Medical Association, 287, 3003-05.

Shortell, S. M., & Kaluzny, A. D. (2000). Health care
management : organizational design and behavior (4th ed.).
Albany, N.Y.: Delmar.

Spratley, E., Johnson, A., Sochalski, J., Fritz, M., & Spencer,
W. (2000). Findings from the National Sample Survey of
Registered Nurses (Health Resources and Services
Administration) . Washington, DC: U.S. Government Printing
Office.

Tai, T. W., & Robinson, C. D. (1998). Reducing staff turnover: a
case study of dialysis facilities . Health Care Management
Review, 23(4), 21-41.

Thomas, A. M. (1998). Patient Satisfaction:measuring the art of
medicine. Journal of the American Medical Association, 280,
2127.

TMA/Health Program Analysis and Evaluation. (2002). TRICARE
Operational Performance Statement [Brochure]. Falls Church,

VA: Author.



Patient and Staff Satisfaction 130

Tri, D. L. (1991). The relationship between primary health care
practitioner's job satisfaction and characteristics of
their practice settings. The Nurse Practitioner, 16(5), 46-
55.

TRICARE Management Activity. (2002). TRICARE Home Page.
Retrieved November 5, 2002, from http://www.tricare.osd.mil

TRICARE Management Activity. (2002, May). Customer satisfaction
survey: monthly outpatient customer satisfaction survey.
Retrieved October 1, 2002, from TRICARE Management Activity
Web Site:
http://www.tricare.osd.mil/tricaresurveys/bgpaper.html

TRICARE Management Activity. (2002, May). Customer satisfaction
survey: Department of Defense reliability and validity
analysis. Retrieved October 1, 02, from
http://www.tricare.osd.mil/tricaresurveys/rel val.html

Ueoka, A., Rogers, R., & Hamilton, L. (2002, May). Patient
Satisfaction Survey. Paper presented at the meeting of the
U.S. Army-Baylor University consulting practicum briefs.
San Antonio, Texas.

Uniformed Services University of the Health Sciences. (n.d.).
The history of CHAMPUS and its evolving role in TRICARE.
Retrieved January 3, 2003, from Health Services
Administration Web Site:
http://hsa.usuhs.mil/2002ms2/readings/TRICARE history.pdf

Ware, J. E., & Hays, R. D. (1988). Methods of measuring patient
satisfaction with specific medical encounters. Medical

Care, 26, 393-402.



Patient and Staff Satisfaction 131

Weiss, B. D., & Senf, J. H. (1990). Patient satisfaction survey
instrument for use in health maintenance organizations.
Medical Care, 28, 434-35.

White, B. (1999). Measuring patient satisfaction: how to do it
and why bother. Family Practice Management, Retrieved
October 1, 2002, from American Academy of Family Physicians
Web Site: http://www.aafp.org/fpm/990100fm/40.html

Williams, E. S., Konrad, T. R., Scheckler, W. E., Pathman, D.

E., Linzer, M., McMurray, J. E., et al. (2001).

Understanding physician's intentions to withdraw from

practice; The role of job satisfaction, job stress, mental

and physical health . Health Care Management Review, 26(1),

7-19.

Table 1

Position and Status Summary of Thomas Moore Clinic Staff




Patient and Staff Satisfaction

Positi Active Civilian Contractor Total
on Duty GS

MD 3 15 18
NP 2 4 6
PA 4 3 1 8
RN 1 3 4
LPN 3 8 11
91W 2 2
CNA 9 25 34
MedClk 3 6 9
Coders 3 3
Total 95

Note. Staffing summary date: November 2002

Table 2

Staff Satisfaction Domains, Facets and Reliability

132
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Chronbachs Alpha
. Initial Follow-
Domain Facets pitia oLLow-up
Survey Survey
Workload 0 4 Leisure Time .7424 .7063
Q5 Pace of Work
Treatment 06 Medical Asst support .8178 .7560
Team
Q 7 RN Support
Q 8 Medical Clerk Support
09 Medical Record
Availability
Q 10 Provider Support
0 11 Treatment Teamwork and
Support
Facility
Q 12 Exam and Treatment Rooms .8472 .8582
Support
Q 13 Clinic Layout
Assigned Exam Rooms and
Q 14 LT
Efficiency
Practice
Q 15 Patient Care Autonomy .8748 .8524
Autonomy
Q 16 Process Autonomy
Q 17 Scheduling Autonomy
Q 18 Role on Team
Organization Q 19 Local Primary Care .8891 .9276
Emphasis
Q 20 Local Leadership
Q 21 AMEDD Leadership
0 22 Data Provided from Local

Leadership

Note. A Chronbach’s Alpha of over

Table 3

.7000 indicated good internal reliability.
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Staff Satisfaction Groups, Facets and Reliability (Cont)

Chronbach’s Alpha

Initial Follow-up
Groups Facets
Survey Survey
Professional g 23  Interaction with Team .8835 .9092
. members
Experience
Q 24 Training
Q 25 Scope of Practice
Q 26 Teaching Activities
0 27 Contribute to Patient
Overall Health
Q 28 Valued for Role on Team
Patient . . .
Relationships Q 29 Patient Appreciation .8866 .9122
Contribution to Patient
Q 30 )
Lives
Q 31 Current Relationships
Efficiency Q 32 Efficiency Use of Pt Time .8694 .8601
Q 33 Efficient Provider Time
Overall Treatment Team
Q 34 . .
Efficiency
Q 35 Sick Call Efficiency
Normal Clinic Appt
Q 36 ..
Efficiency
1lit f Medical .
Quality of Medical , ;7 population Health Data .8206 .8080
Care
Q 38 Time with each patient
Q 39 Continuity of Care
Q 40 Overall Quality
Compensation Q 41 Pay and other benefits .8464 .8968
Q 42 Prospects for Advancement
Q 43 Recognition and Awards
Overall Q 44  Overall Satisfaction .5784 .4331
Satisfaction
Q 45 Plans to Separate

Note. A Chronbach’s Alpha of over .7000 indicated good internal reliability.

Table 4

Staff Satisfaction Groups, Facets and Reliability (Cont)
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Chronbach’s Alpha

Initial Follow-
Groups Facets nrtia ©LLow-up
Survey Survey
Population Health
46 .9141 .9400
APHCO Knowledge Q Knowledge
Q 47 Enrollment Capacity Plan
Roles of Primary Care Team
Q 48
Members
0 49 Funding Sources from
MEDCOM
Data Sources to aid in
Q 50 .. .
Decision-Making
Q 51 Customer Service Data

Note. A Chronbach’s Alpha of over .7000 indicated good internal reliability.

TABLE 5
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Position and Status Crosstab of Respondents to Initial Staff

Satisfaction Survey

136

Status Total
Active Civilian Contractor
Duty GS
Position MD 2 8 10
NP 2 3 5
PA 2 1 1 4
RN 1 3 4
LPN 3 7 10
91W 2 2
CNA S 24 33
MedClk 3 6 S
Other 3 3
Total 10 15 55 80
Note. Survey date November 2002 at Thomas Moore Health Clinic

TABLE 6



Position and Status Crosstab of Respondents to Follow-up Staff

Patient and Staff Satisfaction

Satisfaction Survey

137

Status Total
Active Civilian Contractor
Duty GS
Position MD 1 12 13
NP 2 2
PA 1 2 2 5
RN 1 2 3
LPN 3 7 10
91W 3 3
CNA 8 19 27
MedClk 1 8 9
Other 3 3
Total 5 15 55 75
Note. Survey date April 2003 at Thomas Moore Health Clinic
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Table 7

Previous Formal instruction in Population Health Primary Care

Optimization (Initial Survey Question 3)

Frequency Percent Valid Cumulative
Percent Percent
Valid no 77 96.3 96.3 96.3
yes 3 3.8 3.8 3.8
Total 80 100.0 100.0

Table 8

Previous Formal instruction in Population Health Primary Care

Optimization other than APHCO (Follow-up Survey Question 3)

Frequency Percent Valid Cumulative
Percent Percent
Valid no 70 93.3 93.3 93.3
yes 5 6.7 6.7 100.0
Total 75 100.0 100.0
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Table 9
Crosstab Count of Attendance at APCHO training; Question a.

Attend APCHO Total
no yes
Position MD 6 7 13
NP 2 2
PA 2 3 5
RN 3 3
LPN 2 8 10
91W 3 3
CNA 2 25 27
MedClk 1 8 9
Other 3 3
Total 18 57 75

Note. Data from follow-up survey

Table 10
Position * Days Attended Crosstab Count (Question b)

Days Total
Attended

1 day 2 days 3 days 4 days 5 days
Position MD 7 7
PA 3 3
RN 1 2 3
LPN 2 6 8
91W 1 2 3
91w 1 2 3
CNA 1 1 9 14 25
CNA 1 1 9 14 25
MedClk 2 2 1 3 8
MedClk 2 2 1 3 8
Total 1 2 4 13 37 57
Total 1 2 4 13 37 57




Table 11

Question c.
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crosstab frequencies by position

Total
Strongly Mostly Slightly Agree Slightly Mostly Strongly
Disagree Disagree Disagree Agree Agree Agree
Position MD 1 4 2 7
PA 1 1 1 3
RN 1 2 3
LPN 1 3 3 1 8
91W 1 1 1 3
CNA 1 2 9 8 4 1 25
MedClk 1 3 2 1 1 8
Total 2 2 3 19 14 14 3 57




Table 12

Crosstab descriptive statistics by functional group;

Patient and Staff Satisfaction
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Question c.

All Staff
Providers
Nursing
Staff

Admin Staff

57

10

39

8

Minimum

2

3

Maximum Mean
7 4 .67
6 3.80
7 4 .87
7 4 .75

Note. Seven-point scale ranging from 1 (Strongly Disagree)

(Strongly Agree)

to 7
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Table 13

Frequency APHCO activities; Total Staff (Question d.)

Frequency Percent Valid Cumulative
Percent Percent

No time at all 43 57.3 57.3 57.3
Every other 4 5.3 5.3 62.7
month
Monthly 7 9.3 9.3 72.0
Every Other 3 4.0 4.0 76.0
Week
Weekly 18 24.0 24.0 100.0
Total 75 100.0 100.0

Note. Results from all staff, follow-up survey
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Table 14

Descriptive Statistics; Frequency Optimization Activities
(Question d.)

N Minimum  Maximum Mean std.

Deviation

Statistic Statistic Statistic Statistic Std. Statistic

Error

Frequency 75 0 4 1.32 .20 1.710
APHCO
activities?

Valid N 75

(listwise)

Note. From Likert scale responses coded: 0 = no time at all, 1 =

every other month, 2 = monthly, 3 = every other week, 4 =

weekly.
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TABLE 15

Crosstabulation Count by Position Frequency APHCO activities
(Question d.)

Frequency Total
APHCO
activities?
No time at Every Monthly Every Weekly
all other Other
month Week
PositionMD 10 2 1 13
NP 2 2
PA 2 1 1 1 5
RN 1 2 3
LPN 6 1 3 10
91W 3 3
CNA 14 3 1 1 8 27
MedClk 5 2 2 9
Other 3 3
Total 43 4 7 3 18 75

Note. Responses from staff satisfaction follow-up survey
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Table 16

Overall Staff Satisfaction with Workload

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.24 .15 *4 .93 .11 -.31
Providers 4.21 .35 *4 .88 .31 .66
Nursing Staff *5.44 .25 *5.19 .21 -.25
CNA’ s *5.92 .19 *4 .91 .25 -1.02
Admin Support Staff *4.71 .29 4.71 .39 .00
Attended APCHO *4 .89 .15 ** - .35

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey



Patient and Staff Satisfaction 146

Table 17

Staff Satisfaction with Level of Leisure and Family Time

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.35 .16 *5.03 .17 -.32
Providers 4.79 .39 *5.10 .35 .31
Nursing Staff *5.50 .30 *5.31 .27 -.19
CNA’ s *5.88 .21 *5.00 .33 -.88
Admin Support Staff 4.58 .43 4.58 .34 .00
Attended APCHO *4 .95 .20 ** - .39

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 18
Staff Satisfaction with Pace of Work

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All staff *5.13 .18 *4 .83 .15 -.30
Providers 3.63 .40 4.65 .34 1.02
Nursing Staff *5.38 .33 *5.06 .19 -.31
CNA's *5.97 .21 *4 .81 .25 -1.15
Admin Support Staff *4 .83 .27 4.83 .51 .00
Attended APCHO *4 .81 .16 *k - .32
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 19

Overall Staff Satisfaction Staff with Treatment Team

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.19 .12 *4 .90 .12 -.29
Providers *4.86 .27 *4 .86 .30 .00
Nursing Staff *5.04 .23 *4 .95 .23 -.09
CNA’ s *5.49 .19 *4 .67 .16 -.82
Admin Support Staff *5.10 .28 *5.42 .27 .32
Attended APCHO *4 .82 .14 ** - .38

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 20
Staff Satisfaction Staff with Treatment Team CNA'S

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All staff *5.64 .16 *5.44 .14 -.20
Providers *5.16 .38 *5.20 .34 .04
Nursing Staff *5.25 .37 *5.50 .18 .25
CNA's *6.06 .19 *5.44 .25 -.62
Admin Support Staff *5.75 .45 *5.75 .30 .00
Attended APCHO *5.39 .16 **% - 25
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 21
Staff Satisfaction Staff with Treatment Team RN's

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All staff *5.56 .15 *5.01 .18 -.54
Providers *5.05 .34 *5.15 .33 .10
Nursing Staff *5.38 .36 *5.19 .33 -.19
CNA’ s *5.81 .23 4 .59 .31 -1.22
Admin Support Staff *5.92 .31 *5.50 .51 -.42
Attended APCHO *4 .86 .21 **% - .70

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 22
Staff Satisfaction Staff with Treatment Team Medical Clerks
Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM
All Staff *5.08 .18 *5.04 .16 -.04
Providers 3.47 .44 *5.25 .32 .19
Nursing Staff 4.38 .36 *5.00 .27 -.13
CNA'’s *5.30 .28 4 .56 .25 -.74
Admin Support Staff 4.50 .50 3.92 .54 1.33
Attended APCHO *4 .89 .19 ** - .19

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 23
Staff Satisfaction Staff with Treatment Team Medical Record
Availability

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff 4.10 .20 3.76 .18 -.34
Providers 3.47 .44 3.75 .39 .28
Nursing Staff 4 .38 .36 4 .31 .34 -.06
CNA's 4 .31 .33 *3 .37 .23 -.94
Admin Support Staff 4.17 .41 3.92 .54 -.25
Attended APCHO 3.72 .20 **x - 38

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Staff Satisfaction Staff with Treatment Team Provider Support
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Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM
All Staff *5.55 .16 *5.36 .16 -.19
Providers *5.41 .35
Nursing Staff *5.25 .23 *4 .88 .31 -.38
CNA’'s *5.81 .27 *5.30 .23 -.52
Admin Support Staff *5.42 .38 *6.17 .21 .75
Attended APCHO *5.30 .19 **x - 25

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 25
Staff Satisfaction Staff with Treatment Team Teamwork

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All staff *5.13 .18 *4 .92 .17 -.21
Providers *5.00 .43 *4 .95 .38 -.05
Nursing Staff *4 .88 .39 *4 .81 .39 -.06
CNA's *5.44 .24 *4.78 .28 -.66
Admin Support Staff 4.83 .49 *5.33 .28 .50
Attended APCHO *4 .84 .20 ¥k - .29

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Overall Satisfaction with Facilities
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Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5.12 .16 *4 .89 .14 -.23
Providers *5.61 .28 *5.03 .33 -.58
Nursing Staff 4.40 .32 *4 .77 .18 .37
CNA’ s *5.27 .25 *4 .91 .23 -.36
Admin Support Staff *4.88 .42 *4.78 .39 -.10
Attended APCHO *4 .92 .16 **% - .20
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 27
Staff Satisfaction with Facility Exam Rooms

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.16 .18 *4 .81 .17 -.34
Providers *5.89 .27 *5.00 .38 -.89
Nursing Staff 4.25 .39 4.44 .26 .19
CNA’ s *5.22 .32 *4 .89 .30 -.33
Admin Support Staff *5.00 .37 *4 .83 .34 -.17
Attended APCHO *4 .84 .19 *x - .31

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

1

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 28

Staff Satisfaction with Facility Layout

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .88 .18 *4 .87 .14 -.02
Providers *5.05 .40 *5.15 .29 .10
Nursing Staff 4.13 .33 *4 .75 .19 .63
CNA’ s *5.22 .28 *4 .74 .25 -.48
Admin Support Staff 4.73 .52 4.83 .44 .11
Attended APCHO *4 .77 .17 % - 11

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 29

Staff Satisfaction with Number of Exam Rooms per Provider

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.35 .17 *5.00 .16 -.35
Providers *5.89 .29 *4 .95 .37 -.94
Nursing Staff *4 .81 .39 *5.13 .20 .31
CNA’ s *5.38 .27 *5.11 .28 -.26
Admin Support Staff *5.10 .46 4.67 .48 -.43
Attended APCHO *5.14 .17 k- 21

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 30

Overall Staff Satisfaction with Autonomy

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.03 .13 *4 .85 .14 -.10
Providers *4.49 .32 *4 .81 .26 .33
Nursing Staff *4 .88 .18 *4 .75 .22 -.13
CNA’ s *5.43 .10 *4 .97 .13 -.45
Admin Support Staff *4.94 .38 *4 .82 .37 -.13
Attended APCHO *4 .99 .11 ** - .01

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 31
Staff Satisfaction with Ability to Provide Patient Care
According to Best Judgment

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.58 .14 *5.58 .14 .00
Providers *5.00 .37 *5.40 .28 .40
Nursing Staff *5.81 .26 *5.69 .24 -.13
CNA's *5.84 .17 *5.56 .24 -.29
Admin Support Staff *5.45 .31 *5.81 .39 .35
Attended APCHO *5.73 .16 *% 15
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Staff Satisfaction with Ability to Initiate Changes In the Way

Work is done in the Clinic

Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *4 .68 .17 *4 .64 .17 -.04
Providers 3.84 .35 4.40 .36 .56
Nursing Staff *4 .81 .34 4.75 .44 -.06
CNA' s *5.25 .19 *4.78 .26 -.47
Admin Support Staff 4.27 .56 4 .55 .39 .27
Attended APCHO *4 .70 .22 ** 02
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 33
Staff Satisfaction with Ability to Make Changes in the Work
Schedule

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .65 .17 4 .36 .18 -.29
Providers 4.16 .40 4 .55 .37 .39
Nursing Staff 4.06 .30 4.00 .45 -.06
CNA's *5.24 .22 4.38 .24 -.86
Admin Support Staff 4.55 .51 4.45 .49 -.09
Attended APCHO 4.49 .21 ** - .16
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 34
Staff Satisfaction that Role on Primary Care Team Utilizes
Clinical Abilities within Scope of Practice

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.09 .16 *4 .86 .19 .23
Providers *4 .94 .36 *4 .90 .36 .04
Nursing Staff 4.81 .43 4.56 .48 .25
CNA's *5.38 .22 *5.15 .27 .23
Admin Support Staff *4.91 .37 4 .55 .53 .36
Attended APCHO *5.04 .22 * % .05

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 35

Overall Staff Satisfaction with Organization

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .76 .13 *4 .61 .15 .15
Providers 4.21 .18 *4 .85 .16 .64
Nursing Staff *4 .71 .26 4.36 .38 -.35
CNA’ s *5.22 .10 *4 .54 .13 -.68
Admin Support Staff 4.42 .25 4.71 .38 .28
Attended APCHO *4 .60 .10 ** -.16

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Staff Satisfaction with Emphasis that Local Leadership Places on

Primary Care

Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5.13 .14 *4 .57 .16 -.55
Providers *5.11 .31 *4 .95 .34 -.16
Nursing Staff *4.69 .27 4.25 .37 -.44
CNA' s *5.33 .21 4.52 .26 -.81
Admin Support Staff *5.17 .44 4.50 .38 -.67
Attended APCHO *4 .54 .20 ** - .59
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 37
Staff Satisfaction with Local Medical Leadership

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .73 .16 *4 .60 .17 - .13
Providers 4.16 .41 *5.05 .34 .89
Nursing Staff *4 .81 .31 4.31 .46 -.50
CNA’ s *5.24 .18 4.33 .26 -.91
Admin Support Staff 4.09 .46 *4.83 .34 .74
Attended APCHO *4 .56 .21 *k - 17

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

= very

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 38

Staff Satisfaction with Army Medical Department Leadership

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .59 .15 *4 .73 .16 .13
Providers 3.68 .32 *4 .85 .33 1.17
Nursing Staff *4 .69 .30 *4 .87 .29 .18
CNA’ s *5.19 .20 4 .52 .26 -.67
Admin Support Staff 4.33 .36 4.83 .46 .50
Attended APCHO *4 .73 .19 ** .14

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey



Table 39
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Staff Satisfaction with the Amount of Data Provided by

Leadership to Aid in Decision Making

Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM
All Staff *4 .56 .15 *4 .57 .16 .01
Providers 3.89 .33 4 .55 .29 .66
Nursing Staff *4 .73 .28 4.19 .42 -.55
CNA' s *5.09 .22 *4.78 .24 -.32
Admin Support Staff 4.00 .30 4.67 .45 .67
Attended APCHO *4 .56 .20 ** .00
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5.35 .07 *5.07 .14 -.27
Providers *4 .93 .18 *5.04 .12 .11
Nursing Staff *5.52 .14 *4 .95 .16 -.57
CNA's *5.73 .08 *5.15 .11 -.58
Admin Support Staff *4.64 .22 *5.11 .42 .47
Attended APCHO *5.10 .08 **% - 25
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Staff Satisfaction with Interaction with Other Primary Care Team

Members in Individual’s Role on Primary Care Team

Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5 .44 .16 *5.36 .14 .08
Providers *5.68 .37 *5.50 .24 .18
Nursing Staff *5.25 .34 *5.31 .28 .06
CNA's *5.67 .20 *5.15 .28 .52
Admin Support Staff 4.64 .59 *5.73 .30 .09
Attended APCHO *5.36 .17 * % .08

Note. Satisfaction is scaled on seven point Likert scale,

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 42
Staff Satisfaction with Training to Care for Patients
Efficiently

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.28 .19 *5.08 .18 -.20
Providers 4.44 .48 *4 .90 .31 .46
Nursing Staff *5.63 .34 4.81 .41 -.81
CNA's *5.91 .16 *5.26 .29 -.65
Admin Support Staff 4.20 .68 *5.36 .51 1.16
Attended APCHO *5.18 .20 ** -.10
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey



Table 43

Staff Satisfaction with Scope of Practice
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Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5.60 .15 *5.04 .17 -.56
Providers *5.63 .29 *5.30 .25 -.33
Nursing Staff *5.50 .39 4.50 .47 -1.00
CNA's *5.69 .25 *5.19 .27 -.50
Admin Support Staff *5.45 .31 5.00 .52 -.45
Attended APCHO *5.02 .20 **% -.58
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 44
Staff Satisfaction with Ability to Participate in Meaningful
Teaching Activities

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.08 .19 *4 .63 .20 -.45
Providers 4.00 .49 3.95 .39 -.05
Nursing Staff *5.69 .34 4.81 .46 -.88
CNA's *5.69 .20 *5.11 .28 -.58
Admin Support Staff 4.18 .46 4.36 .53 .18
Attended APCHO *4 .67 .24 ¥k - 4]
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 45
Staff Satisfaction with Ability to Contribute to the Overall
Health of the Clinic Patients
Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.54 .15 *5.23 .15 -.31
Providers *5.32 .35 *5.35 .25 .03
Nursing Staff *5.50 .37 *5.31 .30 -.19
CNA's *5.70 .21 *5.19 .27 -.51
Admin Support Staff *5.55 .28 5.00 .52 -.55
Attended APCHO *5.30 .18 *x - .24
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 46
Staff Satisfaction with Being Valued for Role on Primary Care
Team

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.15 .19 *5.07 .17 -.08
Providers 4.42 .47 *5.20 .28 .78
Nursing Staff *5.56 .29 *4 .94 .38 -.63
CNA's *5.73 .22 *5.00 .31 -.73
Admin Support Staff 4.17 .65 *5.18 .52 1.02
Attended APCHO *5.07 .21 ** - .08
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Table 47

Overall Staff Satisfaction with Patient Relationships

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.60 .08 *5.70 .12 -.11
Providers *5.23 .19 *5.53 .12 .31
Nursing Staff *5.46 .17 *6.15 .12 .69
CNA’ s *5.83 .12 *5.59 .15 -.24
Admin Support Staff *5.77 .35 *5.64 .35 -.13
Attended APCHO *5.79 .13 ** |19

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 48

Staff Satisfaction that Patients Appreciate Work Done for Them

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.44 .15 *5.46 .15 .02
Providers *5.05 .34 *5.35 .24 .30
Nursing Staff *5.,31 .28 *5.88 .22 .56
CNA’ s *5.81 .21 *5.30 .29 -.52
Admin Support Staff *5.20 .57 *5.45 .49 .25
Attended APCHO *5.54 .16 ** .10

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 49
Staff Satisfaction with Contribution Made to Life of Clinic
Patients

Initial Follow-up Change in

Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.64 .14 *5.88 .12 .24
Providers *5.37 .34 *5.70 .21 .33
Nursing Staff *5.44 .29 *6.25 .19 .81
CNA's *5.81 .21 *5.78 .24 -.03
Admin Support Staff *5.90 .35 *5.90 .31 .00
Attended APCHO *5.96 .13 **% 32
Note. Satisfaction is scaled on seven point Likert scale, 1 = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 50

Staff Satisfaction with Current Relationships with Patients

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *5.71 .14 *5.79 .12 .08
Providers *5.26 .30 *5.55 .20 .29
Nursing Staff *5.63 .30 *6.31 .18 .69
CNA’ s *5.88 .22 *5.70 .24 -.17
Admin Support Staff *6.20 .33 *5.70 .37 -.50
Attended APCHO *5.86 .15 ** |15

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Table 51

Overall Staff Satisfaction with Treatment Team Efficiency

Initial Follow-up Change in
Survey Survey Satisfaction

Value SEM Value SEM

All Staff *4 .69 .15 *4 .39 .13 -.29
Providers *3.57 .19 *4 .36 .14 .80
Nursing Staff *4 .60 .14 4.22 .16 -.38
CNA’ s *5.29 .11 *4 .35 .14 -.94
Admin Support Staff *4.95 .29 *4 .75 .36 -.21
Attended APCHO *4 .31 .15 ** - .38

Note. Satisfaction is scaled on seven point Likert scale, 1 = very
dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral
satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff” initial survey
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Staff Satisfaction that Patients Do Not Spend Wasted Time While

Receiving Medical Care in the Clinic

Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *4 .61 .19 4 .05 .18 -.56
Providers 3.58 .48 3.95 .35 .37
Nursing Staff 4.47 .31 3.69 .35 -.78
CNA's *5.19 .24 4.15 .32 -1.04
Admin Support Staff 4.91 .48 4.50 .47 -.41
Attended APCHO 3.98 .22 ¥k - .63
Note. Satisfaction is scaled on seven point Likert scale, = very

dissatisfied, seven = very satisfied.

* The number is greater than 2 standard errors of the mean away from neutral

satisfaction: p < .05

** “Attended APHCO” change compared with “All Staff”

initial survey
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Staff Satisfaction that Amount of Time Spent in Activities

Patient and Staff Satisfaction

Related to Patient Care
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Initial Follow-up Change in
Survey Survey Satisfaction
Value SEM Value SEM

All Staff *5.13 .17 *5.01 .14 -.12
Providers 4.05 .42 *4 .70 .32 .65
Nursing Staff *5.07 .28 *4 .88 .26 -.19
CNA' s *5.59 .21 *5.22 .23 -.37
Admin Support Staff *5.80 .36 *5.33 .37 -.47
Attended APCHO *5.04 .17 ** - .0